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determined by the Secretary of State to have 
repeatedly provided support for acts of inter-
national terrorism under section 620A of the 
Foreign Assistance Act of 1961 (22 U.S.C. 
2371). 

AMENDMENT NO. 1088 
At the appropriate place, add the fol-

lowing: 
SEC. . Nothing in this Act shall be con-

strued as authorizing financing or United 
States Government credit for commercial 
transactions with Iraq, which has been deter-
mined by the Secretary of State to have re-
peatedly provided support for acts of inter-
national terrorism under section 620A of the 
Foreign Assistance Act of 1961 (22 U.S.C. 
2371). 

AMENDMENT NO. 1089 
At the appropriate place, add the fol-

lowing: 
SEC. . Nothing in this Act shall be con-

strued as authorizing financing or United 
States Government credit for commercial 
transactions with Libya, which has been de-
termined by the Secretary of State to have 
repeatedly provided support for acts of inter-
national terrorism under section 620A of the 
Foreign Assistance Act of 1961 (22 U.S.C. 
2371). 

AMENDMENT NO. 1090 
At the appropriate place, add the fol-

lowing: 
SEC. . Nothing in this Act shall be con-

strued as authorizing financing or United 
States Government credit for commercial 
transactions with Sudan, which has been de-
termined by the Secretary of State to have 
repeatedly provided support for acts of inter-
national terrorism under section 620A of the 
Foreign Assistance Act of 1961 (22 U.S.C. 
2371). 

AMENDMENT NO. 1091 
At the appropriate place, add the fol-

lowing: 
SEC. . Nothing in this Act shall be con-

strued as authorizing financing or United 
States Government credit for commercial 
transactions with Syria, which has been de-
termined by the Secretary of State to have 
repeatedly provided support for acts of inter-
national terrorism under section 620A of the 
Foreign Assistance Act of 1961 (22 U.S.C. 
2371). 

AMENDMENT NO. 1092 
At the appropriate place, insert the fol-

lowing: 
SEC. . LICENSING REQUIREMENT FOR COUN-

TRIES SUPPORTING ACTS OF INTER-
NATIONAL TERRORISM. 

The export of any medicine, medical de-
vice, or agricultural commodity sold under 
contract to any country the government of 
which the Secretary of State determines 
under section 6(j) of the Export Administra-
tion Act of 1979 has repeatedly provided sup-
port for acts of international terrorism shall 
be made pursuant to a specific license. 

AMENDMENT NO. 1093 
At the appropriate place, add the following 

new section: 
SEC. . (a) TREATMENT OF SALES IF COUN-

TRY IS ON THE LIST OF TERRORIST STATES.— 
At any time during which a country has been 
determined by the Secretary of State to have 
repeatedly provided support for acts of inter-
national terrorism under section 620A of the 
Foreign Assistance Act of 1961 (22 U.S.C. 
2371), commercial sales of food and medicine 
to such country shall only be made pursuant 
to a specific license for each transaction 
issued by the United States Government. 

(b) PREVENTION OF TORTURE AND PRO-
LIFERATION OF CHEMICAL OR BIOLOGICAL 
WEAPONS.—Nothing in subsection (a) shall be 
construed as authorizing the sale or transfer 
of equipment, medicines, or medical supplies 
that could be used for purposes of torture or 
human rights abuses or in the development 
of chemical or biological weapons. 

SANTORUM (AND OTHERS) 
AMENDMENT NO. 1094 

(Ordered to lie on the table.) 
Mr. SANTORUM (for himself, Mr. 

LEAHY and Mr. SPECTER) submitted, 
under authority of the order of the 
Senate of June 24, 1999, an amendment 
intended to be proposed by them to the 
bill S. 1233, supra; as follows: 

On page 31, line 5, after ‘‘forecasting’’, in-
sert the following: ‘‘, up to $10,000,000 may be 
used to carry out the farmland protection 
program established under section 388 of the 
Federal Agriculture Improvement and Re-
form Act of 1996 (16 U.S.C. 3830 note; Public 
Law 104–127,’’. 

STEVENS AMENDMENT NO. 1095 

(Ordered to lie on the table.) 
Mr. STEVENS submitted, under au-

thority of the order of the Senate of 
June 24, 1999, an amendment intended 
to be proposed by him to the bill S. 
1233, supra; as follows: 

At the appropriate place insert the fol-
lowing new section: 

‘‘SEC. . Beginning in the fiscal year 2000 
and periodically thereafter, the Secretary 
shall review the Food Packages listed at 7 
C.F.R. 246.10(c) (1996) and consider including 
additional nutritious foods for women, in-
fants and children.’’ 

BAUCUS AMENDMENT NO. 1096 

(Ordered to lie on the table.) 
Mr. BAUCUS submitted, under au-

thority of the order of the Senate of 
June 24, 1999, an amendment intended 
to be proposed by him to the bill S. 
1233, supra; as follows: 

On page 45, after line 22, insert the fol-
lowing: 

INCREASE 

Each amount made available under this 
title shall be increased, on a pro rata basis, 
by an amount equal to the difference be-
tween the total amount made available to 
carry out this title for fiscal year 1999 and 
the total amount made available under the 
other headings of this title. 
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AGRICULTURE, RURAL DEVELOP-
MENT, FOOD AND DRUG ADMIN-
ISTRATION, AND RELATED 
AGENCIES ACT, 2000 

SMITH AMENDMENT NO. 1097 

(Ordered to lie on the table.) 
Mr. SMITH of New Hampshire sub-

mitted an amendment intended to be 
proposed by him to the bill (S. 1233) 
making appropriations for Agriculture, 
Rural Development, Food and Drug Ad-
ministration, and Related Agencies 

programs for the fiscal year ending 
September 30, 2000, and for other pur-
poses; as follows: 

At the appropriate place in the bill, add 
the following: 

‘‘SEC. . That notwithstanding section 
306(a)(7) of the Consolidated Farm and Rural 
Development Act (7 U.S.C. 1926(a)(7)), the 
city of Berlin, New Hampshire, shall be eligi-
ble during fiscal year 2000 for a rural utilities 
grant or loan under the Rural Community 
Advancement Program.’’. 

KOHL AMENDMENTS NOS. 1098–1102 

(Ordered to lie on the table.) 
Mr. KOHL submitted five amend-

ments intended to be proposed by him 
to the bill S. 1233, supra; as follows: 

AMENDMENT NO. 1098 

Beginning on page 3 of the amendment, 
strike line 11 and all that follows through 
page 6, line 4. 

AMENDMENT NO. 1099 

Beginning on page 1, line 4, of the amend-
ment, strike ‘‘(a)’’ and all that follows 
through page 3, line 10. 

AMENDMENT NO. 1100 

Beginning on page 1, line 4, of the amend-
ment, strike ‘‘(a)’’ and all that follows 
through page 6, line 4. 

AMENDMENT NO. 1101 

On page 6 of the amendment, strike lines 9 
through 21. 

AMENDMENT NO. 1102 

Beginning on page 6 of the amendment, 
strike line 23 and all that follows through 
page 7, line 15. 

LOTT AMENDMENT NO. 1103 

Mr. LOTT proposed an amendment to 
amendment No. 737 proposed by Mrs. 
FEINSTEIN to the bill, S. 1233, supra; as 
follows: 

Strike all after the first word and insert 
the following: 

TITLE ll—ACCESS TO QUALITY, 
AFFORDABLE HEALTH CARE 

SEC. ll01. SHORT TITLE. 
This title may be cited as the ‘‘Patients’ 

Bill of Rights Act’’. 

Subtitle A—Health Insurance Bill of Rights 
CHAPTER 1—ACCESS TO CARE 

SEC. ll101. ACCESS TO EMERGENCY CARE. 
(a) COVERAGE OF EMERGENCY SERVICES.— 
(1) IN GENERAL.—If a group health plan, or 

health insurance coverage offered by a 
health insurance issuer, provides any bene-
fits with respect to emergency services (as 
defined in paragraph (2)(B)), the plan or 
issuer shall cover emergency services fur-
nished under the plan or coverage— 

(A) without the need for any prior author-
ization determination; 

(B) whether or not the health care provider 
furnishing such services is a participating 
provider with respect to such services; 

(C) in a manner so that, if such services are 
provided to a participant, beneficiary, or en-
rollee by a nonparticipating health care pro-
vider without prior authorization by the 
plan or issuer, the participant, beneficiary, 
or enrollee is not liable for amounts that ex-
ceed the amounts of liability that would be 
incurred if the services were provided by a 
participating health care provider with prior 
authorization by the plan or issuer; and 
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(D) without regard to any other term or 

condition of such coverage (other than exclu-
sion or coordination of benefits, or an affili-
ation or waiting period, permitted under sec-
tion 2701 of the Public Health Service Act, 
section 701 of the Employee Retirement In-
come Security Act of 1974, or section 9801 of 
the Internal Revenue Code of 1986, and other 
than applicable cost-sharing). 

(2) DEFINITIONS.—In this section: 
(A) EMERGENCY MEDICAL CONDITION BASED 

ON PRUDENT LAYPERSON STANDARD.—The term 
‘‘emergency medical condition’’ means a 
medical condition manifesting itself by 
acute symptoms of sufficient severity (in-
cluding severe pain) such that a prudent 
layperson, who possesses an average knowl-
edge of health and medicine, could reason-
ably expect the absence of immediate med-
ical attention to result in a condition de-
scribed in clause (i), (ii), or (iii) of section 
1867(e)(1)(A) of the Social Security Act. 

(B) EMERGENCY SERVICES.—The term 
‘‘emergency services’’ means— 

(i) a medical screening examination (as re-
quired under section 1867 of the Social Secu-
rity Act) that is within the capability of the 
emergency department of a hospital, includ-
ing ancillary services routinely available to 
the emergency department to evaluate an 
emergency medical condition (as defined in 
subparagraph (A)), and 

(ii) within the capabilities of the staff and 
facilities available at the hospital, such fur-
ther medical examination and treatment as 
are required under section 1867 of such Act to 
stabilize the patient. 

(b) REIMBURSEMENT FOR MAINTENANCE CARE 
AND POST-STABILIZATION CARE.—In the case 
of services (other than emergency services) 
for which benefits are available under a 
group health plan, or under health insurance 
coverage offered by a health insurance 
issuer, the plan or issuer shall provide for re-
imbursement with respect to such services 
provided to a participant, beneficiary, or en-
rollee other than through a participating 
health care provider in a manner consistent 
with subsection (a)(1)(C) (and shall otherwise 
comply with the guidelines established under 
section 1852(d)(2) of the Social Security Act 
(relating to promoting efficient and timely 
coordination of appropriate maintenance and 
post-stabilization care of an enrollee after an 
enrollee has been determined to be stable), 
or, in the absence of guidelines under such 
section, such guidelines as the Secretary 
shall establish to carry out this subsection), 
if the services are maintenance care or post- 
stabilization care covered under such guide-
lines. 
SEC. ll102. OFFERING OF CHOICE OF COV-

ERAGE OPTIONS UNDER GROUP 
HEALTH PLANS. 

(a) REQUIREMENT.— 
(1) OFFERING OF POINT-OF-SERVICE COV-

ERAGE OPTION.—Except as provided in para-
graph (2), if a group health plan (or health 
insurance coverage offered by a health insur-
ance issuer in connection with a group 
health plan) provides benefits only through 
participating health care providers, the plan 
or issuer shall offer the participant the op-
tion to purchase point-of-service coverage 
(as defined in subsection (b)) for all such ben-
efits for which coverage is otherwise so lim-
ited. Such option shall be made available to 
the participant at the time of enrollment 
under the plan or coverage and at such other 
times as the plan or issuer offers the partici-
pant a choice of coverage options. 

(2) EXCEPTION.—Paragraph (1) shall not 
apply with respect to a participant in a 
group health plan if the plan offers the par-
ticipant— 

(A) a choice of health insurance coverage; 
and 

(B) one or more coverage options that do 
not provide benefits only through partici-
pating health care providers. 

(b) POINT-OF-SERVICE COVERAGE DEFINED.— 
In this section, the term ‘‘point-of-service 
coverage’’ means, with respect to benefits 
covered under a group health plan or health 
insurance issuer, coverage of such benefits 
when provided by a nonparticipating health 
care provider. Such coverage need not in-
clude coverage of providers that the plan or 
issuer excludes because of fraud, quality, or 
similar reasons. 

(c) CONSTRUCTION.—Nothing in this section 
shall be construed— 

(1) as requiring coverage for benefits for a 
particular type of health care provider; 

(2) as requiring an employer to pay any 
costs as a result of this section or to make 
equal contributions with respect to different 
health coverage options; or 

(3) as preventing a group health plan or 
health insurance issuer from imposing high-
er premiums or cost-sharing on a participant 
for the exercise of a point-of-service cov-
erage option. 

(d) NO REQUIREMENT FOR GUARANTEED 
AVAILABILITY.—If a health insurance issuer 
offers health insurance coverage that in-
cludes point-of-service coverage with respect 
to an employer solely in order to meet the 
requirement of subsection (a), nothing in 
section 2711(a)(1)(A) of the Public Health 
Service Act shall be construed as requiring 
the offering of such coverage with respect to 
another employer. 
SEC. ll103. CHOICE OF PROVIDERS. 

(a) PRIMARY CARE.—A group health plan, 
and a health insurance issuer that offers 
health insurance coverage, shall permit each 
participant, beneficiary, and enrollee to re-
ceive primary care from any participating 
primary care provider who is available to ac-
cept such individual. 

(b) SPECIALISTS.— 
(1) IN GENERAL.—Subject to paragraph (2), a 

group health plan and a health insurance 
issuer that offers health insurance coverage 
shall permit each participant, beneficiary, or 
enrollee to receive medically necessary or 
appropriate specialty care, pursuant to ap-
propriate referral procedures, from any 
qualified participating health care provider 
who is available to accept such individual for 
such care. 

(2) LIMITATION.—Paragraph (1) shall not 
apply to specialty care if the plan or issuer 
clearly informs participants, beneficiaries, 
and enrollees of the limitations on choice of 
participating providers with respect to such 
care. 
SEC. ll104. ACCESS TO SPECIALTY CARE. 

(a) OBSTETRICAL AND GYNECOLOGICAL 
CARE.— 

(1) IN GENERAL.—If a group health plan, or 
a health insurance issuer in connection with 
the provision of health insurance coverage, 
requires or provides for a participant, bene-
ficiary, or enrollee to designate a partici-
pating primary care provider— 

(A) the plan or issuer shall permit such an 
individual who is a female to designate a 
participating physician who specializes in 
obstetrics and gynecology as the individual’s 
primary care provider; and 

(B) if such an individual has not designated 
such a provider as a primary care provider, 
the plan or issuer— 

(i) may not require authorization or a re-
ferral by the individual’s primary care pro-
vider or otherwise for coverage of routine 
gynecological care (such as preventive wom-
en’s health examinations) and pregnancy-re-
lated services provided by a participating 
health care professional who specializes in 
obstetrics and gynecology to the extent such 
care is otherwise covered, and 

(ii) may treat the ordering of other gyneco-
logical care by such a participating health 
professional as the authorization of the pri-
mary care provider with respect to such care 
under the plan or coverage. 

(2) CONSTRUCTION.—Nothing in paragraph 
(1)(B)(ii) shall waive any requirements of 
coverage relating to medical necessity or ap-
propriateness with respect to coverage of 
gynecological care so ordered. 

(b) SPECIALTY CARE.— 
(1) SPECIALTY CARE FOR COVERED SERV-

ICES.— 
(A) IN GENERAL.—If— 
(i) an individual is a participant or bene-

ficiary under a group health plan or an en-
rollee who is covered under health insurance 
coverage offered by a health insurance 
issuer, 

(ii) the individual has a condition or dis-
ease of sufficient seriousness and complexity 
to require treatment by a specialist, and 

(iii) benefits for such treatment are pro-
vided under the plan or coverage, 
the plan or issuer shall make or provide for 
a referral to a specialist who is available and 
accessible to provide the treatment for such 
condition or disease. 

(B) SPECIALIST DEFINED.—For purposes of 
this subsection, the term ‘‘specialist’’ means, 
with respect to a condition, a health care 
practitioner, facility, or center (such as a 
center of excellence) that has adequate ex-
pertise through appropriate training and ex-
perience (including, in the case of a child, 
appropriate pediatric expertise) to provide 
high quality care in treating the condition. 

(C) CARE UNDER REFERRAL.—A group health 
plan or health insurance issuer may require 
that the care provided to an individual pur-
suant to such referral under subparagraph 
(A) be— 

(i) pursuant to a treatment plan, only if 
the treatment plan is developed by the spe-
cialist and approved by the plan or issuer, in 
consultation with the designated primary 
care provider or specialist and the individual 
(or the individual’s designee), and 

(ii) in accordance with applicable quality 
assurance and utilization review standards of 
the plan or issuer. 

Nothing in this subsection shall be construed 
as preventing such a treatment plan for an 
individual from requiring a specialist to pro-
vide the primary care provider with regular 
updates on the specialty care provided, as 
well as all necessary medical information. 

(D) REFERRALS TO PARTICIPATING PRO-
VIDERS.—A group health plan or health in-
surance issuer is not required under subpara-
graph (A) to provide for a referral to a spe-
cialist that is not a participating provider, 
unless the plan or issuer does not have an ap-
propriate specialist that is available and ac-
cessible to treat the individual’s condition 
and that is a participating provider with re-
spect to such treatment. 

(E) TREATMENT OF NONPARTICIPATING PRO-
VIDERS.—If a plan or issuer refers an indi-
vidual to a nonparticipating specialist pursu-
ant to subparagraph (A), services provided 
pursuant to the approved treatment plan (if 
any) shall be provided at no additional cost 
to the individual beyond what the individual 
would otherwise pay for services received by 
such a specialist that is a participating pro-
vider. 

(2) SPECIALISTS AS PRIMARY CARE PRO-
VIDERS.— 

(A) IN GENERAL.—A group health plan, or a 
health insurance issuer, in connection with 
the provision of health insurance coverage, 
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or 
enrollee and who has an ongoing special con-
dition (as defined in subparagraph (C)) may 
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receive a referral to a specialist for such con-
dition who shall be responsible for and capa-
ble of providing and coordinating the indi-
vidual’s primary and specialty care. If such 
an individual’s care would most appro-
priately be coordinated by such a specialist, 
such plan or issuer shall refer the individual 
to such specialist. 

(B) TREATMENT AS PRIMARY CARE PRO-
VIDER.—Such specialist shall be permitted to 
treat the individual without a referral from 
the individual’s primary care provider and 
may authorize such referrals, procedures, 
tests, and other medical services as the indi-
vidual’s primary care provider would other-
wise be permitted to provide or authorize, 
subject to the terms of the treatment plan 
(referred to in paragraph (1)(C)(i)). 

(C) ONGOING SPECIAL CONDITION DEFINED.— 
In this paragraph, the term ‘‘special condi-
tion’’ means a condition or disease that— 

(i) is life-threatening, degenerative, or dis-
abling, and 

(ii) requires specialized medical care over a 
prolonged period of time. 

(D) TERMS OF REFERRAL.—The provisions of 
subparagraphs (C) through (E) of paragraph 
(1) apply with respect to referrals under sub-
paragraph (A) of this paragraph in the same 
manner as they apply to referrals under 
paragraph (1)(A). 

(3) STANDING REFERRALS.— 
(A) IN GENERAL.—A group health plan, and 

a health insurance issuer in connection with 
the provision of health insurance coverage, 
shall have a procedure by which an indi-
vidual who is a participant, beneficiary, or 
enrollee and who has a condition that re-
quires ongoing care from a specialist may re-
ceive a standing referral to such specialist 
for treatment of such condition. If the plan 
or issuer, or if the primary care provider in 
consultation with the medical director of the 
plan or issuer and the specialist (if any), de-
termines that such a standing referral is ap-
propriate, the plan or issuer shall make such 
a referral to such a specialist. 

(B) TERMS OF REFERRAL.—The provisions of 
subparagraphs (C) through (E) of paragraph 
(1) apply with respect to referrals under sub-
paragraph (A) of this paragraph in the same 
manner as they apply to referrals under 
paragraph (1)(A). 
SEC. ll105. CONTINUITY OF CARE. 

(a) IN GENERAL.— 
(1) TERMINATION OF PROVIDER.—If a con-

tract between a group health plan, or a 
health insurance issuer in connection with 
the provision of health insurance coverage, 
and a health care provider is terminated (as 
defined in paragraph (3)), or benefits or cov-
erage provided by a health care provider are 
terminated because of a change in the terms 
of provider participation in a group health 
plan, and an individual who is a participant, 
beneficiary, or enrollee in the plan or cov-
erage is undergoing a course of treatment 
from the provider at the time of such termi-
nation, the plan or issuer shall— 

(A) notify the individual on a timely basis 
of such termination, and 

(B) subject to subsection (c), permit the in-
dividual to continue or be covered with re-
spect to the course of treatment with the 
provider during a transitional period (pro-
vided under subsection (b)). 

(2) TREATMENT OF TERMINATION OF CON-
TRACT WITH HEALTH INSURANCE ISSUER.—If a 
contract for the provision of health insur-
ance coverage between a group health plan 
and a health insurance issuer is terminated 
and, as a result of such termination, cov-
erage of services of a health care provider is 
terminated with respect to an individual, the 
provisions of paragraph (1) (and the suc-
ceeding provisions of this section) shall 
apply under the plan in the same manner as 

if there had been a contract between the plan 
and the provider that had been terminated, 
but only with respect to benefits that are 
covered under the plan after the contract 
termination. 

(3) TERMINATION.—In this section, the term 
‘‘terminated’’ includes, with respect to a 
contract, the expiration or nonrenewal of the 
contract, but does not include a termination 
of the contract by the plan or issuer for fail-
ure to meet applicable quality standards or 
for fraud. 

(b) TRANSITIONAL PERIOD.— 
(1) IN GENERAL.—Except as provided in 

paragraphs (2) through (4), the transitional 
period under this subsection shall extend for 
at least 90 days from the date of the notice 
described in subsection (a)(1)(A) of the pro-
vider’s termination. 

(2) INSTITUTIONAL CARE.—The transitional 
period under this subsection for institutional 
or inpatient care from a provider shall ex-
tend until the discharge or termination of 
the period of institutionalization and also 
shall include institutional care provided 
within a reasonable time of the date of ter-
mination of the provider status if the care 
was scheduled before the date of the an-
nouncement of the termination of the pro-
vider status under subsection (a)(1)(A) or if 
the individual on such date was on an estab-
lished waiting list or otherwise scheduled to 
have such care. 

(3) PREGNANCY.—If— 
(A) a participant, beneficiary, or enrollee 

has entered the second trimester of preg-
nancy at the time of a provider’s termi-
nation of participation, and 

(B) the provider was treating the preg-
nancy before date of the termination, 

the transitional period under this subsection 
with respect to provider’s treatment of the 
pregnancy shall extend through the provi-
sion of post-partum care directly related to 
the delivery. 

(4) TERMINAL ILLNESS.—If— 
(A) a participant, beneficiary, or enrollee 

was determined to be terminally ill (as de-
termined under section 1861(dd)(3)(A) of the 
Social Security Act) at the time of a pro-
vider’s termination of participation, and 

(B) the provider was treating the terminal 
illness before the date of termination, 
the transitional period under this subsection 
shall extend for the remainder of the individ-
ual’s life for care directly related to the 
treatment of the terminal illness. 

(c) PERMISSIBLE TERMS AND CONDITIONS.—A 
group health plan or health insurance issuer 
may condition coverage of continued treat-
ment by a provider under subsection (a)(1)(B) 
upon the provider agreeing to the following 
terms and conditions: 

(1) The provider agrees to accept reim-
bursement from the plan or issuer and indi-
vidual involved (with respect to cost-shar-
ing) at the rates applicable prior to the start 
of the transitional period as payment in full 
(or, in the case described in subsection (a)(2), 
at the rates applicable under the replace-
ment plan or issuer after the date of the ter-
mination of the contract with the health in-
surance issuer) and not to impose cost-shar-
ing with respect to the individual in an 
amount that would exceed the cost-sharing 
that could have been imposed if the contract 
referred to in subsection (a)(1) had not been 
terminated. 

(2) The provider agrees to adhere to the 
quality assurance standards of the plan or 
issuer responsible for payment under para-
graph (1) and to provide to such plan or 
issuer necessary medical information related 
to the care provided. 

(3) The provider agrees otherwise to adhere 
to such plan’s or issuer’s policies and proce-
dures, including procedures regarding refer-

rals and obtaining prior authorization and 
providing services pursuant to a treatment 
plan (if any) approved by the plan or issuer. 

(d) CONSTRUCTION.—Nothing in this section 
shall be construed to require the coverage of 
benefits which would not have been covered 
if the provider involved remained a partici-
pating provider. 
SEC. ll106. COVERAGE FOR INDIVIDUALS PAR-

TICIPATING IN APPROVED CLINICAL 
TRIALS. 

(a) COVERAGE.— 
(1) IN GENERAL.—If a group health plan, or 

health insurance issuer that is providing 
health insurance coverage, provides coverage 
to a qualified individual (as defined in sub-
section (b)), the plan or issuer— 

(A) may not deny the individual participa-
tion in the clinical trial referred to in sub-
section (b)(2); 

(B) subject to subsection (c), may not deny 
(or limit or impose additional conditions on) 
the coverage of routine patient costs for 
items and services furnished in connection 
with participation in the trial; and 

(C) may not discriminate against the indi-
vidual on the basis of the enrollee’s partici-
pation in such trial. 

(2) EXCLUSION OF CERTAIN COSTS.—For pur-
poses of paragraph (1)(B), routine patient 
costs do not include the cost of the tests or 
measurements conducted primarily for the 
purpose of the clinical trial involved. 

(3) USE OF IN-NETWORK PROVIDERS.—If one 
or more participating providers is partici-
pating in a clinical trial, nothing in para-
graph (1) shall be construed as preventing a 
plan or issuer from requiring that a qualified 
individual participate in the trial through 
such a participating provider if the provider 
will accept the individual as a participant in 
the trial. 

(b) QUALIFIED INDIVIDUAL DEFINED.—For 
purposes of subsection (a), the term ‘‘quali-
fied individual’’ means an individual who is a 
participant or beneficiary in a group health 
plan, or who is an enrollee under health in-
surance coverage, and who meets the fol-
lowing conditions: 

(1)(A) The individual has a life-threatening 
or serious illness for which no standard 
treatment is effective. 

(B) The individual is eligible to participate 
in an approved clinical trial according to the 
trial protocol with respect to treatment of 
such illness. 

(C) The individual’s participation in the 
trial offers meaningful potential for signifi-
cant clinical benefit for the individual. 

(2) Either— 
(A) the referring physician is a partici-

pating health care professional and has con-
cluded that the individual’s participation in 
such trial would be appropriate based upon 
the individual meeting the conditions de-
scribed in paragraph (1); or 

(B) the participant, beneficiary, or enrollee 
provides medical and scientific information 
establishing that the individual’s participa-
tion in such trial would be appropriate based 
upon the individual meeting the conditions 
described in paragraph (1). 

(c) PAYMENT.— 
(1) IN GENERAL.—Under this section a group 

health plan or health insurance issuer shall 
provide for payment for routine patient costs 
described in subsection (a)(2) but is not re-
quired to pay for costs of items and services 
that are reasonably expected (as determined 
by the Secretary) to be paid for by the spon-
sors of an approved clinical trial. 

(2) PAYMENT RATE.—In the case of covered 
items and services provided by— 

(A) a participating provider, the payment 
rate shall be at the agreed upon rate, or 

(B) a nonparticipating provider, the pay-
ment rate shall be at the rate the plan or 
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issuer would normally pay for comparable 
services under subparagraph (A). 

(d) APPROVED CLINICAL TRIAL DEFINED.— 
(1) IN GENERAL.—In this section, the term 

‘‘approved clinical trial’’ means a clinical re-
search study or clinical investigation ap-
proved and funded (which may include fund-
ing through in-kind contributions) by one or 
more of the following: 

(A) The National Institutes of Health. 
(B) A cooperative group or center of the 

National Institutes of Health. 
(C) Either of the following if the conditions 

described in paragraph (2) are met: 
(i) The Department of Veterans Affairs. 
(ii) The Department of Defense. 
(2) CONDITIONS FOR DEPARTMENTS.—The 

conditions described in this paragraph, for a 
study or investigation conducted by a De-
partment, are that the study or investiga-
tion has been reviewed and approved through 
a system of peer review that the Secretary 
determines— 

(A) to be comparable to the system of peer 
review of studies and investigations used by 
the National Institutes of Health, and 

(B) assures unbiased review of the highest 
scientific standards by qualified individuals 
who have no interest in the outcome of the 
review. 

(e) CONSTRUCTION.—Nothing in this section 
shall be construed to limit a plan’s or 
issuer’s coverage with respect to clinical 
trials. 
SEC. ll107. ACCESS TO NEEDED PRESCRIPTION 

DRUGS. 
(a) IN GENERAL.—If a group health plan, or 

health insurance issuer that offers health in-
surance coverage, provides benefits with re-
spect to prescription drugs but the coverage 
limits such benefits to drugs included in a 
formulary, the plan or issuer shall— 

(1) ensure participation of participating 
physicians and pharmacists in the develop-
ment of the formulary; 

(2) disclose to providers and, disclose upon 
request under section ll121(c)(6) to partici-
pants, beneficiaries, and enrollees, the na-
ture of the formulary restrictions; and 

(3) consistent with the standards for a uti-
lization review program under section 
ll115, provide for exceptions from the for-
mulary limitation when a non-formulary al-
ternative is medically indicated. 

(b) COVERAGE OF APPROVED DRUGS AND 
MEDICAL DEVICES.— 

(1) IN GENERAL.—A group health plan (or 
health insurance coverage offered in connec-
tion with such a plan) that provides any cov-
erage of prescription drugs or medical de-
vices shall not deny coverage of such a drug 
or device on the basis that the use is inves-
tigational, if the use— 

(A) in the case of a prescription drug— 
(i) is included in the labeling authorized by 

the application in effect for the drug pursu-
ant to subsection (b) or (j) of section 505 of 
the Federal Food, Drug, and Cosmetic Act, 
without regard to any postmarketing re-
quirements that may apply under such Act; 
or 

(ii) is included in the labeling authorized 
by the application in effect for the drug 
under section 351 of the Public Health Serv-
ice Act, without regard to any post-
marketing requirements that may apply pur-
suant to such section; or 

(B) in the case of a medical device, is in-
cluded in the labeling authorized by a regu-
lation under subsection (d) or (3) of section 
513 of the Federal Food, Drug, and Cosmetic 
Act, an order under subsection (f) of such 
section, or an application approved under 
section 515 of such Act, without regard to 
any postmarketing requirements that may 
apply under such Act. 

(2) CONSTRUCTION.—Nothing in this sub-
section shall be construed as requiring a 

group health plan (or health insurance cov-
erage offered in connection with such a plan) 
to provide any coverage of prescription drugs 
or medical devices. 
SEC. ll108. ADEQUACY OF PROVIDER NET-

WORK. 
(a) IN GENERAL.—Each group health plan, 

and each health insurance issuer offering 
health insurance coverage, that provides 
benefits, in whole or in part, through partici-
pating health care providers shall have (in 
relation to the coverage) a sufficient num-
ber, distribution, and variety of qualified 
participating health care providers to ensure 
that all covered health care services, includ-
ing specialty services, will be available and 
accessible in a timely manner to all partici-
pants, beneficiaries, and enrollees under the 
plan or coverage. This subsection shall only 
apply to a plan’s or issuer’s application of re-
strictions on the participation of health care 
providers in a network and shall not be con-
strued as requiring a plan or issuer to create 
or establish new health care providers in an 
area. 

(b) TREATMENT OF CERTAIN PROVIDERS.— 
The qualified health care providers under 
subsection (a) may include Federally quali-
fied health centers, rural health clinics, mi-
grant health centers, and other essential 
community providers located in the service 
area of the plan or issuer and shall include 
such providers if necessary to meet the 
standards established to carry out such sub-
section. 
SEC. ll109. NONDISCRIMINATION IN DELIVERY 

OF SERVICES. 
(a) APPLICATION TO DELIVERY OF SERV-

ICES.—Subject to subsection (b), a group 
health plan, and health insurance issuer in 
relation to health insurance coverage, may 
not discriminate against a participant, bene-
ficiary, or enrollee in the delivery of health 
care services consistent with the benefits 
covered under the plan or coverage or as re-
quired by law based on race, color, ethnicity, 
national origin, religion, sex, age, mental or 
physical disability, sexual orientation, ge-
netic information, or source of payment. 

(b) CONSTRUCTION.—Nothing in subsection 
(a) shall be construed as relating to the eligi-
bility to be covered, or the offering (or guar-
anteeing the offer) of coverage, under a plan 
or health insurance coverage, the application 
of any pre-existing condition exclusion con-
sistent with applicable law, or premiums 
charged under such plan or coverage. Pursu-
ant to section ll192(b), except as provided 
in section ll152, nothing in this subtitle 
shall be construed as requiring a group 
health plan or health insurance issuer to 
provide specific benefits under the terms of 
such plan or coverage. 

CHAPTER 2—QUALITY ASSURANCE 
SEC. ll111. INTERNAL QUALITY ASSURANCE 

PROGRAM. 
(a) REQUIREMENT.—A group health plan, 

and a health insurance issuer that offers 
health insurance coverage, shall establish 
and maintain an ongoing, internal quality 
assurance and continuous quality improve-
ment program that meets the requirements 
of subsection (b). 

(b) PROGRAM REQUIREMENTS.—The require-
ments of this subsection for a quality im-
provement program of a plan or issuer are as 
follows: 

(1) ADMINISTRATION.—The plan or issuer 
has a separate identifiable unit with respon-
sibility for administration of the program. 

(2) WRITTEN PLAN.—The plan or issuer has 
a written plan for the program that is up-
dated annually and that specifies at least the 
following: 

(A) The activities to be conducted. 
(B) The organizational structure. 
(C) The duties of the medical director. 

(D) Criteria and procedures for the assess-
ment of quality. 

(3) SYSTEMATIC REVIEW.—The program pro-
vides for systematic review of the type of 
health services provided, consistency of serv-
ices provided with good medical practice, 
and patient outcomes. 

(4) QUALITY CRITERIA.—The program— 
(A) uses criteria that are based on perform-

ance and patient outcomes where feasible 
and appropriate; 

(B) includes criteria that are directed spe-
cifically at meeting the needs of at-risk pop-
ulations and covered individuals with chron-
ic conditions or severe illnesses, including 
gender-specific criteria and pediatric-specific 
criteria where available and appropriate; 

(C) includes methods for informing covered 
individuals of the benefit of preventive care 
and what specific benefits with respect to 
preventive care are covered under the plan or 
coverage; and 

(D) makes available to the public a de-
scription of the criteria used under subpara-
graph (A). 

(5) SYSTEM FOR REPORTING.—The program 
has procedures for reporting of possible qual-
ity concerns by providers and enrollees and 
for remedial actions to correct quality prob-
lems, including written procedures for re-
sponding to concerns and taking appropriate 
corrective action. 

(6) DATA ANALYSIS.—The program provides, 
using data that include the data collected 
under section ll112, for an analysis of the 
plan’s or issuer’s performance on quality 
measures. 

(7) DRUG UTILIZATION REVIEW.—The pro-
gram provides for a drug utilization review 
program in accordance with section ll114. 

(c) DEEMING.—For purposes of subsection 
(a), the requirements of— 

(1) subsection (b) (other than paragraph (5)) 
are deemed to be met with respect to a 
health insurance issuer that is a qualified 
health maintenance organization (as defined 
in section 1310(c) of the Public Health Serv-
ice Act); or 

(2) subsection (b) are deemed to be met 
with respect to a health insurance issuer 
that is accredited by a national accredita-
tion organization that the Secretary cer-
tifies as applying, as a condition of certifi-
cation, standards at least a stringent as 
those required for a quality improvement 
program under subsection (b). 

(d) VARIATION PERMITTED.—The Secretary 
may provide for variations in the application 
of the requirements of this section to group 
health plans and health insurance issuers 
based upon differences in the delivery sys-
tem among such plans and issuers as the 
Secretary deems appropriate. 
SEC. ll112. COLLECTION OF STANDARDIZED 

DATA. 
(a) IN GENERAL.—A group health plan and a 

health insurance issuer that offers health in-
surance coverage shall collect uniform qual-
ity data that include a minimum uniform 
data set described in subsection (b). 

(b) MINIMUM UNIFORM DATA SET.—The Sec-
retary shall specify (and may from time to 
time update) the data required to be included 
in the minimum uniform data set under sub-
section (a) and the standard format for such 
data. Such data shall include at least— 

(1) aggregate utilization data; 
(2) data on the demographic characteristics 

of participants, beneficiaries, and enrollees; 
(3) data on disease-specific and age-specific 

mortality rates and (to the extent feasible) 
morbidity rates of such individuals; 

(4) data on satisfaction (including satisfac-
tion with respect to services to children) of 
such individuals, including data on vol-
untary disenrollment and grievances; and 

(5) data on quality indicators and health 
outcomes, including, to the extent feasible 
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and appropriate, data on pediatric cases and 
on a gender-specific basis. 

(c) AVAILABILITY.—A summary of the data 
collected under subsection (a) shall be dis-
closed under section ll121(b)(9). The Sec-
retary shall be provided access to all the 
data so collected. 

(d) VARIATION PERMITTED.—The Secretary 
may provide for variations in the application 
of the requirements of this section to group 
health plans and health insurance issuers 
based upon differences in the delivery sys-
tem among such plans and issuers as the 
Secretary deems appropriate. 

(e) EXCEPTION FOR NON-MEDICAL, RELIGIOUS 
CARE PROVIDERS.—The requirements of sub-
section (a), insofar as they may apply to a 
provider of health care, do not apply to a 
provider that provides no medical care and 
that provides only a religious method of 
healing or religious nonmedical nursing 
care. 
SEC. ll113. PROCESS FOR SELECTION OF PRO-

VIDERS. 
(a) IN GENERAL.—A group health plan and a 

health insurance issuer that offers health in-
surance coverage shall, if it provides benefits 
through participating health care profes-
sionals, have a written process for the selec-
tion of participating health care profes-
sionals, including minimum professional re-
quirements. 

(b) VERIFICATION OF BACKGROUND.—Such 
process shall include verification of a health 
care provider’s license and a history of sus-
pension or revocation. 

(c) RESTRICTION.—Such process shall not 
use a high-risk patient base or location of a 
provider in an area with residents with poor-
er health status as a basis for excluding pro-
viders from participation. 

(d) NONDISCRIMINATION BASED ON LICEN-
SURE.— 

(1) IN GENERAL.—Such process shall not dis-
criminate with respect to participation or 
indemnification as to any provider who is 
acting within the scope of the provider’s li-
cense or certification under applicable State 
law, solely on the basis of such license or 
certification. 

(2) CONSTRUCTION.—Paragraph (1) shall not 
be construed— 

(A) as requiring the coverage under a plan 
or coverage of particular benefits or services 
or to prohibit a plan or issuer from including 
providers only to the extent necessary to 
meet the needs of the plan’s or issuer’s par-
ticipants, beneficiaries, or enrollees or from 
establishing any measure designed to main-
tain quality and control costs consistent 
with the responsibilities of the plan or 
issuer; or 

(B) to override any State licensure or 
scope-of-practice law. 

(e) GENERAL NONDISCRIMINATION.— 
(1) IN GENERAL.—Subject to paragraph (2), 

such process shall not discriminate with re-
spect to selection of a health care profes-
sional to be a participating health care pro-
vider, or with respect to the terms and con-
ditions of such participation, based on the 
professional’s race, color, religion, sex, na-
tional origin, age, sexual orientation, or dis-
ability (consistent with the Americans with 
Disabilities Act of 1990). 

(2) RULES.—The appropriate Secretary may 
establish such definitions, rules, and excep-
tions as may be appropriate to carry out 
paragraph (1), taking into account com-
parable definitions, rules, and exceptions in 
effect under employment-based non-
discrimination laws and regulations that re-
late to each of the particular bases for dis-
crimination described in such paragraph. 
SEC. ll114. DRUG UTILIZATION PROGRAM. 

A group health plan, and a health insur-
ance issuer that provides health insurance 

coverage, that includes benefits for prescrip-
tion drugs shall establish and maintain, as 
part of its internal quality assurance and 
continuous quality improvement program 
under section ll111, a drug utilization pro-
gram which— 

(1) encourages appropriate use of prescrip-
tion drugs by participants, beneficiaries, and 
enrollees and providers, and 

(2) takes appropriate action to reduce the 
incidence of improper drug use and adverse 
drug reactions and interactions. 
SEC. ll115. STANDARDS FOR UTILIZATION RE-

VIEW ACTIVITIES. 
(a) COMPLIANCE WITH REQUIREMENTS.— 
(1) IN GENERAL.—A group health plan, and 

a health insurance issuer that provides 
health insurance coverage, shall conduct uti-
lization review activities in connection with 
the provision of benefits under such plan or 
coverage only in accordance with a utiliza-
tion review program that meets the require-
ments of this section. 

(2) USE OF OUTSIDE AGENTS.—Nothing in 
this section shall be construed as preventing 
a group health plan or health insurance 
issuer from arranging through a contract or 
otherwise for persons or entities to conduct 
utilization review activities on behalf of the 
plan or issuer, so long as such activities are 
conducted in accordance with a utilization 
review program that meets the requirements 
of this section. 

(3) UTILIZATION REVIEW DEFINED.—For pur-
poses of this section, the terms ‘‘utilization 
review’’ and ‘‘utilization review activities’’ 
mean procedures used to monitor or evaluate 
the clinical necessity, appropriateness, effi-
cacy, or efficiency of health care services, 
procedures or settings, and includes prospec-
tive review, concurrent review, second opin-
ions, case management, discharge planning, 
or retrospective review. 

(b) WRITTEN POLICIES AND CRITERIA.— 
(1) WRITTEN POLICIES.—A utilization review 

program shall be conducted consistent with 
written policies and procedures that govern 
all aspects of the program. 

(2) USE OF WRITTEN CRITERIA.— 
(A) IN GENERAL.—Such a program shall uti-

lize written clinical review criteria devel-
oped pursuant to the program with the input 
of appropriate physicians. Such criteria shall 
include written clinical review criteria de-
scribed in section ll111(b)(4)(B). 

(B) CONTINUING USE OF STANDARDS IN RET-
ROSPECTIVE REVIEW.—If a health care service 
has been specifically pre-authorized or ap-
proved for an enrollee under such a program, 
the program shall not, pursuant to retro-
spective review, revise or modify the specific 
standards, criteria, or procedures used for 
the utilization review for procedures, treat-
ment, and services delivered to the enrollee 
during the same course of treatment. 

(c) CONDUCT OF PROGRAM ACTIVITIES.— 
(1) ADMINISTRATION BY HEALTH CARE PRO-

FESSIONALS.—A utilization review program 
shall be administered by qualified health 
care professionals who shall oversee review 
decisions. In this subsection, the term 
‘‘health care professional’’ means a physi-
cian or other health care practitioner li-
censed, accredited, or certified to perform 
specified health services consistent with 
State law. 

(2) USE OF QUALIFIED, INDEPENDENT PER-
SONNEL.— 

(A) IN GENERAL.—A utilization review pro-
gram shall provide for the conduct of utiliza-
tion review activities only through personnel 
who are qualified and, to the extent required, 
who have received appropriate training in 
the conduct of such activities under the pro-
gram. 

(B) PEER REVIEW OF SAMPLE OF ADVERSE 
CLINICAL DETERMINATIONS.—Such a program 
shall provide that clinical peers (as defined 

in section ll191(c)(2)) shall evaluate the 
clinical appropriateness of at least a sample 
of adverse clinical determinations. 

(C) PROHIBITION OF CONTINGENT COMPENSA-
TION ARRANGEMENTS.—Such a program shall 
not, with respect to utilization review activi-
ties, permit or provide compensation or any-
thing of value to its employees, agents, or 
contractors in a manner that— 

(i) provides incentives, direct or indirect, 
for such persons to make inappropriate re-
view decisions, or 

(ii) is based, directly or indirectly, on the 
quantity or type of adverse determinations 
rendered. 

(D) PROHIBITION OF CONFLICTS.—Such a pro-
gram shall not permit a health care profes-
sional who provides health care services to 
an individual to perform utilization review 
activities in connection with the health care 
services being provided to the individual. 

(3) ACCESSIBILITY OF REVIEW.—Such a pro-
gram shall provide that appropriate per-
sonnel performing utilization review activi-
ties under the program are reasonably acces-
sible by toll-free telephone during normal 
business hours to discuss patient care and 
allow response to telephone requests, and 
that appropriate provision is made to receive 
and respond promptly to calls received dur-
ing other hours. 

(4) LIMITS ON FREQUENCY.—Such a program 
shall not provide for the performance of uti-
lization review activities with respect to a 
class of services furnished to an individual 
more frequently than is reasonably required 
to assess whether the services under review 
are medically necessary or appropriate. 

(5) LIMITATION ON INFORMATION REQUESTS.— 
Under such a program, information shall be 
required to be provided by health care pro-
viders only to the extent it is necessary to 
perform the utilization review activity in-
volved. 

(d) DEADLINE FOR DETERMINATIONS.— 
(1) PRIOR AUTHORIZATION SERVICES.—Except 

as provided in paragraph (2), in the case of a 
utilization review activity involving the 
prior authorization of health care items and 
services for an individual, the utilization re-
view program shall make a determination 
concerning such authorization, and provide 
notice of the determination to the individual 
or the individual’s designee and the individ-
ual’s health care provider by telephone and 
in printed form, as soon as possible in ac-
cordance with the medical exigencies of the 
cases, and in no event later than 3 business 
days after the date of receipt of information 
that is reasonably necessary to make such 
determination. 

(2) CONTINUED CARE.—In the case of a utili-
zation review activity involving authoriza-
tion for continued or extended health care 
services for an individual, or additional serv-
ices for an individual undergoing a course of 
continued treatment prescribed by a health 
care provider, the utilization review program 
shall make a determination concerning such 
authorization, and provide notice of the de-
termination to the individual or the individ-
ual’s designee and the individual’s health 
care provider by telephone and in printed 
form, as soon as possible in accordance with 
the medical exigencies of the cases, and in no 
event later than 1 business day after the date 
of receipt of information that is reasonably 
necessary to make such determination. Such 
notice shall include, with respect to contin-
ued or extended health care services, the 
number of extended services approved, the 
new total of approved services, the date of 
onset of services, and the next review date, if 
any. 

(3) PREVIOUSLY PROVIDED SERVICES.—In the 
case of a utilization review activity involv-
ing retrospective review of health care serv-
ices previously provided for an individual, 
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CONGRESSIONAL RECORD — SENATES7742 June 28, 1999 
the utilization review program shall make a 
determination concerning such services, and 
provide notice of the determination to the 
individual or the individual’s designee and 
the individual’s health care provider by tele-
phone and in printed form, within 30 days of 
the date of receipt of information that is rea-
sonably necessary to make such determina-
tion. 

(4) REFERENCE TO SPECIAL RULES FOR EMER-
GENCY SERVICES, MAINTENANCE CARE, AND 
POST-STABILIZATION CARE.—For waiver of 
prior authorization requirements in certain 
cases involving emergency services and 
maintenance care and post-stabilization 
care, see subsections (a)(1) and (b) of section 
ll101, respectively. 

(e) NOTICE OF ADVERSE DETERMINATIONS.— 
(1) IN GENERAL.—Notice of an adverse de-

termination under a utilization review pro-
gram shall be provided in printed form and 
shall include— 

(A) the reasons for the determination (in-
cluding the clinical rationale); 

(B) instructions on how to initiate an ap-
peal under section ll132; and 

(C) notice of the availability, upon request 
of the individual (or the individual’s des-
ignee) of the clinical review criteria relied 
upon to make such determination. 

(2) SPECIFICATION OF ANY ADDITIONAL INFOR-
MATION.—Such a notice shall also specify 
what (if any) additional necessary informa-
tion must be provided to, or obtained by, the 
person making the determination in order to 
make a decision on such an appeal. 
SEC. ll116. HEALTH CARE QUALITY ADVISORY 

BOARD. 
(a) ESTABLISHMENT.—The President shall 

establish an advisory board to provide infor-
mation to Congress and the administration 
on issues relating to quality monitoring and 
improvement in the health care provided 
under group health plans and health insur-
ance coverage. 

(b) NUMBER AND APPOINTMENT.—The advi-
sory board shall be composed of the Sec-
retary of Health and Human Services (or the 
Secretary’s designee), the Secretary of Labor 
(or the Secretary’s designee), and 20 addi-
tional members appointed by the President, 
in consultation with the Majority and Mi-
nority Leaders of the Senate and House of 
Representatives. The members so appointed 
shall include individuals with expertise in— 

(1) consumer needs; 
(2) education and training of health profes-

sionals; 
(3) health care services; 
(4) health plan management; 
(5) health care accreditation, quality as-

surance, improvement, measurement, and 
oversight; 

(6) medical practice, including practicing 
physicians; 

(7) prevention and public health; and 
(8) public and private group purchasing for 

small and large employers or groups. 
(c) DUTIES.—The advisory board shall— 
(1) identify, update, and disseminate meas-

ures of health care quality for group health 
plans and health insurance issuers, including 
network and non-network plans; 

(2) advise the Secretary on the develop-
ment and maintenance of the minimum data 
set in section ll112(b); and 

(3) advise the Secretary on standardized 
formats for information on group health 
plans and health insurance coverage. 
The measures identified under paragraph (1) 
may be used on a voluntary basis by such 
plans and issuers. In carrying out paragraph 
(1), the advisory board shall consult and co-
operate with national health care standard 
setting bodies which define quality indica-
tors, the Agency for Health Care Policy and 
Research, the Institute of Medicine, and 
other public and private entities that have 
expertise in health care quality. 

(d) REPORT.—The advisory board shall pro-
vide an annual report to Congress and the 
President on the quality of the health care 
in the United States and national and re-
gional trends in health care quality. Such re-
port shall include a description of deter-
minants of health care quality and measure-
ments of practice and quality variability 
within the United States. 

(e) SECRETARIAL CONSULTATION.—In serving 
on the advisory board, the Secretaries of 
Health and Human Services and Labor (or 
their designees) shall consult with the Secre-
taries responsible for other Federal health 
insurance and health care programs. 

(f) VACANCIES.—Any vacancy on the board 
shall be filled in such manner as the original 
appointment. Members of the board shall 
serve without compensation but shall be re-
imbursed for travel, subsistence, and other 
necessary expenses incurred by them in the 
performance of their duties. Administrative 
support, scientific support, and technical as-
sistance for the advisory board shall be pro-
vided by the Secretary of Health and Human 
Services. 

(g) CONTINUATION.—Section 14(a)(2)(B) of 
the Federal Advisory Committee Act (5 
U.S.C. App.; relating to the termination of 
advisory committees) shall not apply to the 
advisory board. 

CHAPTER 3—PATIENT INFORMATION 
SEC. ll121. PATIENT INFORMATION. 

(a) DISCLOSURE REQUIREMENT.— 
(1) GROUP HEALTH PLANS.—A group health 

plan shall— 
(A) provide to participants and bene-

ficiaries at the time of initial coverage under 
the plan (or the effective date of this section, 
in the case of individuals who are partici-
pants or beneficiaries as of such date), and at 
least annually thereafter, the information 
described in subsection (b) in printed form; 

(B) provide to participants and bene-
ficiaries, within a reasonable period (as spec-
ified by the appropriate Secretary) before or 
after the date of significant changes in the 
information described in subsection (b), in-
formation in printed form on such signifi-
cant changes; and 

(C) upon request, make available to par-
ticipants and beneficiaries, the applicable 
authority, and prospective participants and 
beneficiaries, the information described in 
subsection (b) or (c) in printed form. 

(2) HEALTH INSURANCE ISSUERS.—A health 
insurance issuer in connection with the pro-
vision of health insurance coverage shall— 

(A) provide to individuals enrolled under 
such coverage at the time of enrollment, and 
at least annually thereafter, the information 
described in subsection (b) in printed form; 

(B) provide to enrollees, within a reason-
able period (as specified by the appropriate 
Secretary) before or after the date of signifi-
cant changes in the information described in 
subsection (b), information in printed form 
on such significant changes; and 

(C) upon request, make available to the ap-
plicable authority, to individuals who are 
prospective enrollees, and to the public the 
information described in subsection (b) or (c) 
in printed form. 

(b) INFORMATION PROVIDED.—The informa-
tion described in this subsection with respect 
to a group health plan or health insurance 
coverage offered by a health insurance issuer 
includes the following: 

(1) SERVICE AREA.—The service area of the 
plan or issuer. 

(2) BENEFITS.—Benefits offered under the 
plan or coverage, including— 

(A) covered benefits, including benefit lim-
its and coverage exclusions; 

(B) cost sharing, such as deductibles, coin-
surance, and copayment amounts, including 
any liability for balance billing, any max-

imum limitations on out of pocket expenses, 
and the maximum out of pocket costs for 
services that are provided by non partici-
pating providers or that are furnished with-
out meeting the applicable utilization review 
requirements; 

(C) the extent to which benefits may be ob-
tained from nonparticipating providers; 

(D) the extent to which a participant, ben-
eficiary, or enrollee may select from among 
participating providers and the types of pro-
viders participating in the plan or issuer net-
work; 

(E) process for determining experimental 
coverage; and 

(F) use of a prescription drug formulary. 
(3) ACCESS.—A description of the following: 
(A) The number, mix, and distribution of 

providers under the plan or coverage. 
(B) Out-of-network coverage (if any) pro-

vided by the plan or coverage. 
(C) Any point-of-service option (including 

any supplemental premium or cost-sharing 
for such option). 

(D) The procedures for participants, bene-
ficiaries, and enrollees to select, access, and 
change participating primary and specialty 
providers. 

(E) The rights and procedures for obtaining 
referrals (including standing referrals) to 
participating and nonparticipating pro-
viders. 

(F) The name, address, and telephone num-
ber of participating health care providers 
and an indication of whether each such pro-
vider is available to accept new patients. 

(G) Any limitations imposed on the selec-
tion of qualifying participating health care 
providers, including any limitations imposed 
under section ll103(b)(2). 

(H) How the plan or issuer addresses the 
needs of participants, beneficiaries, and en-
rollees and others who do not speak English 
or who have other special communications 
needs in accessing providers under the plan 
or coverage, including the provision of infor-
mation described in this subsection and sub-
section (c) to such individuals and including 
the provision of information in a language 
other than English if 5 percent of the number 
of participants, beneficiaries, and enrollees 
communicate in that language instead of 
English. 

(4) OUT-OF-AREA COVERAGE.—Out-of-area 
coverage provided by the plan or issuer. 

(5) EMERGENCY COVERAGE.—Coverage of 
emergency services, including— 

(A) the appropriate use of emergency serv-
ices, including use of the 911 telephone sys-
tem or its local equivalent in emergency sit-
uations and an explanation of what con-
stitutes an emergency situation; 

(B) the process and procedures of the plan 
or issuer for obtaining emergency services; 
and 

(C) the locations of (i) emergency depart-
ments, and (ii) other settings, in which plan 
physicians and hospitals provide emergency 
services and post-stabilization care. 

(6) PERCENTAGE OF PREMIUMS USED FOR BEN-
EFITS (LOSS-RATIOS).—In the case of health 
insurance coverage only (and not with re-
spect to group health plans that do not pro-
vide coverage through health insurance cov-
erage), a description of the overall loss-ratio 
for the coverage (as defined in accordance 
with rules established or recognized by the 
Secretary of Health and Human Services). 

(7) PRIOR AUTHORIZATION RULES.—Rules re-
garding prior authorization or other review 
requirements that could result in noncov-
erage or nonpayment. 

(8) GRIEVANCE AND APPEALS PROCEDURES.— 
All appeal or grievance rights and procedures 
under the plan or coverage, including the 
method for filing grievances and the time 
frames and circumstances for acting on 
grievances and appeals, who is the applicable 
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authority with respect to the plan or issuer, 
and the availability of assistance through an 
ombudsman to individuals in relation to 
group health plans and health insurance cov-
erage. 

(9) QUALITY ASSURANCE.—A summary de-
scription of the data on quality collected 
under section ll112(a), including a sum-
mary description of the data on satisfaction 
of participants, beneficiaries, and enrollees 
(including data on individual voluntary 
disenrollment and grievances and appeals) 
described in section ll112(b)(4). 

(10) SUMMARY OF PROVIDER FINANCIAL IN-
CENTIVES.—A summary description of the in-
formation on the types of financial payment 
incentives (described in section 1852(j)(4) of 
the Social Security Act) provided by the 
plan or issuer under the coverage. 

(11) INFORMATION ON ISSUER.—Notice of ap-
propriate mailing addresses and telephone 
numbers to be used by participants, bene-
ficiaries, and enrollees in seeking informa-
tion or authorization for treatment. 

(12) AVAILABILITY OF INFORMATION ON RE-
QUEST.—Notice that the information de-
scribed in subsection (c) is available upon re-
quest. 

(c) INFORMATION MADE AVAILABLE UPON 
REQUEST.—The information described in this 
subsection is the following: 

(1) UTILIZATION REVIEW ACTIVITIES.—A de-
scription of procedures used and require-
ments (including circumstances, time 
frames, and appeal rights) under any utiliza-
tion review program under section ll115, 
including under any drug formulary program 
under section ll107. 

(2) GRIEVANCE AND APPEALS INFORMATION.— 
Information on the number of grievances and 
appeals and on the disposition in the aggre-
gate of such matters. 

(3) METHOD OF PHYSICIAN COMPENSATION.— 
An overall summary description as to the 
method of compensation of participating 
physicians, including information on the 
types of financial payment incentives (de-
scribed in section 1852(j)(4) of the Social Se-
curity Act) provided by the plan or issuer 
under the coverage. 

(4) SPECIFIC INFORMATION ON CREDENTIALS 
OF PARTICIPATING PROVIDERS.—In the case of 
each participating provider, a description of 
the credentials of the provider. 

(5) CONFIDENTIALITY POLICIES AND PROCE-
DURES.—A description of the policies and 
procedures established to carry out section 
ll122. 

(6) FORMULARY RESTRICTIONS.—A descrip-
tion of the nature of any drug formula re-
strictions. 

(7) PARTICIPATING PROVIDER LIST.—A list of 
current participating health care providers. 

(d) FORM OF DISCLOSURE.— 
(1) UNIFORMITY.—Information required to 

be disclosed under this section shall be pro-
vided in accordance with uniform, national 
reporting standards specified by the Sec-
retary, after consultation with applicable 
State authorities, so that prospective enroll-
ees may compare the attributes of different 
issuers and coverage offered within an area. 

(2) INFORMATION INTO HANDBOOK.—Nothing 
in this section shall be construed as pre-
venting a group health plan or health insur-
ance issuer from making the information 
under subsections (b) and (c) available to 
participants, beneficiaries, and enrollees 
through an enrollee handbook or similar 
publication. 

(3) UPDATING PARTICIPATING PROVIDER IN-
FORMATION.—The information on partici-
pating health care providers described in 
subsection (b)(3)(C) shall be updated within 
such reasonable period as determined appro-
priate by the Secretary. Nothing in this sec-
tion shall prevent an issuer from changing or 

updating other information made available 
under this section. 

(e) CONSTRUCTION.—Nothing in this section 
shall be construed as requiring public disclo-
sure of individual contracts or financial ar-
rangements between a group health plan or 
health insurance issuer and any provider. 
SEC. ll122. PROTECTION OF PATIENT CON-

FIDENTIALITY. 
Insofar as a group health plan, or a health 

insurance issuer that offers health insurance 
coverage, maintains medical records or other 
health information regarding participants, 
beneficiaries, and enrollees, the plan or 
issuer shall establish procedures— 

(1) to safeguard the privacy of any individ-
ually identifiable enrollee information; 

(2) to maintain such records and informa-
tion in a manner that is accurate and time-
ly, and 

(3) to assure timely access of such individ-
uals to such records and information. 
SEC. ll123. HEALTH INSURANCE OMBUDSMEN. 

(a) IN GENERAL.—Each State that obtains a 
grant under subsection (c) shall provide for 
creation and operation of a Health Insurance 
Ombudsman through a contract with a not- 
for-profit organization that operates inde-
pendent of group health plans and health in-
surance issuers. Such Ombudsman shall be 
responsible for at least the following: 

(1) To assist consumers in the State in 
choosing among health insurance coverage 
or among coverage options offered within 
group health plans. 

(2) To provide counseling and assistance to 
enrollees dissatisfied with their treatment 
by health insurance issuers and group health 
plans in regard to such coverage or plans and 
with respect to grievances and appeals re-
garding determinations under such coverage 
or plans. 

(b) FEDERAL ROLE.—In the case of any 
State that does not provide for such an Om-
budsman under subsection (a), the Secretary 
shall provide for the creation and operation 
of a Health Insurance Ombudsman through a 
contract with a not-for-profit organization 
that operates independent of group health 
plans and health insurance issuers and that 
is responsible for carrying out with respect 
to that State the functions otherwise pro-
vided under subsection (a) by a Health Insur-
ance Ombudsman. 

(c) AUTHORIZATION OF APPROPRIATIONS.— 
There are authorized to be appropriated to 
the Secretary of Health and Human Services 
such amounts as may be necessary to pro-
vide for grants to States for contracts for 
Health Insurance Ombudsmen under sub-
section (a) or contracts for such Ombudsmen 
under subsection (b). 

(d) CONSTRUCTION.—Nothing in this section 
shall be construed to prevent the use of 
other forms of enrollee assistance. 
CHAPTER 4—GRIEVANCE AND APPEALS 

PROCEDURES 
SEC. ll131. ESTABLISHMENT OF GRIEVANCE 

PROCESS. 
(a) ESTABLISHMENT OF GRIEVANCE SYS-

TEM.— 
(1) IN GENERAL.—A group health plan, and 

a health insurance issuer in connection with 
the provision of health insurance coverage, 
shall establish and maintain a system to pro-
vide for the presentation and resolution of 
oral and written grievances brought by indi-
viduals who are participants, beneficiaries, 
or enrollees, or health care providers or 
other individuals acting on behalf of an indi-
vidual and with the individual’s consent, re-
garding any aspect of the plan’s or issuer’s 
services. 

(2) SCOPE.—The system shall include griev-
ances regarding access to and availability of 
services, quality of care, choice and accessi-
bility of providers, network adequacy, and 

compliance with the requirements of this 
subtitle. 

(b) GRIEVANCE SYSTEM.—Such system shall 
include the following components with re-
spect to individuals who are participants, 
beneficiaries, or enrollees: 

(1) Written notification to all such individ-
uals and providers of the telephone numbers 
and business addresses of the plan or issuer 
personnel responsible for resolution of griev-
ances and appeals. 

(2) A system to record and document, over 
a period of at least 3 previous years, all 
grievances and appeals made and their sta-
tus. 

(3) A process providing for timely proc-
essing and resolution of grievances. 

(4) Procedures for follow-up action, includ-
ing the methods to inform the person mak-
ing the grievance of the resolution of the 
grievance. 

(5) Notification to the continuous quality 
improvement program under section 
ll111(a) of all grievances and appeals relat-
ing to quality of care. 
SEC. ll132. INTERNAL APPEALS OF ADVERSE 

DETERMINATIONS. 
(a) RIGHT OF APPEAL.— 
(1) IN GENERAL.—A participant or bene-

ficiary in a group health plan, and an en-
rollee in health insurance coverage offered 
by a health insurance issuer, and any pro-
vider or other person acting on behalf of 
such an individual with the individual’s con-
sent, may appeal any appealable decision (as 
defined in paragraph (2)) under the proce-
dures described in this section and (to the 
extent applicable) section ll133. Such indi-
viduals and providers shall be provided with 
a written explanation of the appeal process 
and the determination upon the conclusion 
of the appeals process and as provided in sec-
tion ll121(b)(8). 

(2) APPEALABLE DECISION DEFINED.—In this 
section, the term ‘‘appealable decision’’ 
means any of the following: 

(A) Denial, reduction, or termination of, or 
failure to provide or make payment (in 
whole or in part) for a benefit, including a 
failure to cover an item or service for which 
benefits are otherwise provided because it is 
determined to be experimental or investiga-
tional or not medically necessary or appro-
priate. 

(B) Failure to provide coverage of emer-
gency services or reimbursement of mainte-
nance care or post-stabilization care under 
section ll101. 

(C) Failure to provide a choice of provider 
under section ll103. 

(D) Failure to provide qualified health care 
providers under section ll103. 

(E) Failure to provide access to specialty 
and other care under section ll104. 

(F) Failure to provide continuation of care 
under section ll105. 

(G) Failure to provide coverage of routine 
patient costs in connection with an approval 
clinical trial under section ll106. 

(H) Failure to provide access to needed 
drugs under section ll107(a)(3) or 107(b). 

(I) Discrimination in delivery of services in 
violation of section ll109. 

(J) An adverse determination under a utili-
zation review program under section ll115. 

(K) The imposition of a limitation that is 
prohibited under section ll151. 

(b) INTERNAL APPEAL PROCESS.— 
(1) IN GENERAL.—Each group health plan 

and health insurance issuer shall establish 
and maintain an internal appeal process 
under which any participant, beneficiary, or 
enrollee, or any provider or other person act-
ing on behalf of such an individual with the 
individual’s consent, who is dissatisfied with 
any appealable decision has the opportunity 
to appeal the decision through an internal 
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appeal process. The appeal may be commu-
nicated orally. 

(2) CONDUCT OF REVIEW.— 
(A) IN GENERAL.—The process shall include 

a review of the decision by a physician or 
other health care professional (or profes-
sionals) who has been selected by the plan or 
issuer and who has not been involved in the 
appealable decision at issue in the appeal. 

(B) AVAILABILITY AND PARTICIPATION OF 
CLINICAL PEERS.—The individuals conducting 
such review shall include one or more clin-
ical peers (as defined in section ll191(c)(2)) 
who have not been involved in the appealable 
decision at issue in the appeal. 

(3) DEADLINE.— 
(A) IN GENERAL.—Subject to subsection (c), 

the plan or issuer shall conclude each appeal 
as soon as possible after the time of the re-
ceipt of the appeal in accordance with med-
ical exigencies of the case involved, but in no 
event later than— 

(i) 72 hours after the time of receipt of an 
expedited appeal, and 

(ii) except as provided in subparagraph (B), 
30 business days after such time (or, if the 
participant, beneficiary, or enrollee supplies 
additional information that was not avail-
able to the plan or issuer at the time of the 
receipt of the appeal, after the date of sup-
plying such additional information) in the 
case of all other appeals. 

(B) EXTENSION.—In the case of an appeal 
that does not relate to a decision regarding 
an expedited appeal and that does not in-
volve medical exigencies, if a group health 
plan or health insurance issuer is unable to 
conclude the appeal within the time period 
provided under subparagraph (A)(ii) due to 
circumstances beyond the control of the plan 
or issuer, the deadline shall be extended for 
up to an additional 10 business days if the 
plan or issuer provides, on or before 10 days 
before the deadline otherwise applicable, 
written notice to the participant, bene-
ficiary, or enrollee and the provider involved 
of the extension and the reasons for the ex-
tension. 

(4) NOTICE.—If a plan or issuer denies an 
appeal, the plan or issuer shall provide the 
participant, beneficiary, or enrollee and pro-
vider involved with notice in printed form of 
the denial and the reasons therefore, to-
gether with a notice in printed form of rights 
to any further appeal. 

(c) EXPEDITED REVIEW PROCESS.— 
(1) IN GENERAL.—A group health plan, and 

a health insurance issuer, shall establish 
procedures in writing for the expedited con-
sideration of appeals under subsection (b) in 
situations in which the application of the 
normal timeframe for making a determina-
tion could seriously jeopardize the life or 
health of the participant, beneficiary, or en-
rollee (including in the case of a child, devel-
opment) or such an individual’s ability to re-
gain maximum function. 

(2) PROCESS.—Under such procedures— 
(A) the request for expedited appeal may be 

submitted orally or in writing by an indi-
vidual or provider who is otherwise entitled 
to request the appeal; and 

(B) all necessary information, including 
the plan’s or issuer’s decision, shall be trans-
mitted between the plan or issuer and the re-
quester by telephone, facsimile, or other 
similarly expeditious available method. 

(d) DIRECT USE OF FURTHER APPEALS.—In 
the event that the plan or issuer fails to 
comply with any of the deadlines for comple-
tion of appeals under this section or in the 
event that the plan or issuer for any reason 
expressly waives its rights to an internal re-
view of an appeal under subsection (b), the 
participant, beneficiary, or enrollee involved 
and the provider involved shall be relieved of 
any obligation to complete the appeal in-
volved and may, at such an individual’s or 

provider’s option, proceed directly to seek 
further appeal through any applicable exter-
nal appeals process. 
SEC. ll133. EXTERNAL APPEALS OF ADVERSE 

DETERMINATIONS. 
(a) RIGHT TO EXTERNAL APPEAL.— 
(1) IN GENERAL.—A group health plan, and 

a health insurance issuer offering group 
health insurance coverage, shall provide for 
an external appeals process that meets the 
requirements of this section in the case of an 
externally appealable decision described in 
paragraph (2). The appropriate Secretary 
shall establish standards to carry out such 
requirements. 

(2) EXTERNALLY APPEALABLE DECISION DE-
FINED.—For purposes of this section, the 
term ‘‘externally appealable decision’’ means 
an appealable decision (as defined in section 
ll132(a)(2)) if— 

(A) the amount involved exceeds a signifi-
cant threshold; or 

(B) the patient’s life or health is jeopard-
ized (including, in the case of a child, devel-
opment) as a consequence of the decision. 

Such term does not include a denial of cov-
erage for services that are specifically listed 
in plan or coverage documents as excluded 
from coverage. 

(3) EXHAUSTION OF INTERNAL APPEALS PROC-
ESS.—A plan or issuer may condition the use 
of an external appeal process in the case of 
an externally appealable decision upon com-
pletion of the internal review process pro-
vided under section ll132, but only if the 
decision is made in a timely basis consistent 
with the deadlines provided under this chap-
ter. 

(b) GENERAL ELEMENTS OF EXTERNAL AP-
PEALS PROCESS.— 

(1) CONTRACT WITH QUALIFIED EXTERNAL AP-
PEAL ENTITY.— 

(A) CONTRACT REQUIREMENT.—Subject to 
subparagraph (B), the external appeal proc-
ess under this section of a plan or issuer 
shall be conducted under a contract between 
the plan or issuer and one or more qualified 
external appeal entities (as defined in sub-
section (c)). 

(B) RESTRICTIONS ON QUALIFIED EXTERNAL 
APPEAL ENTITY.— 

(i) BY STATE FOR HEALTH INSURANCE 
ISSUERS.—With respect to health insurance 
issuers in a State, the State may provide for 
external review activities to be conducted by 
a qualified external appeal entity that is des-
ignated by the State or that is selected by 
the State in such a manner as to assure an 
unbiased determination. 

(ii) BY FEDERAL GOVERNMENT FOR GROUP 
HEALTH PLANS.—With respect to group health 
plans, the appropriate Secretary may exer-
cise the same authority as a State may exer-
cise with respect to health insurance issuers 
under clause (i). Such authority may include 
requiring the use of the qualified external 
appeal entity designated or selected under 
such clause. 

(iii) LIMITATION ON PLAN OR ISSUER SELEC-
TION.—If an applicable authority permits 
more than one entity to qualify as a quali-
fied external appeal entity with respect to a 
group health plan or health insurance issuer 
and the plan or issuer may select among 
such qualified entities, the applicable au-
thority— 

(I) shall assure that the selection process 
will not create any incentives for external 
appeal entities to make a decision in a bi-
ased manner, and 

(II) shall implement procedures for audit-
ing a sample of decisions by such entities to 
assure that no such decisions are made in a 
biased manner. 

(C) OTHER TERMS AND CONDITIONS.—The 
terms and conditions of a contract under 
this paragraph shall be consistent with the 

standards the appropriate Secretary shall es-
tablish to assure there is no real or apparent 
conflict of interest in the conduct of external 
appeal activities. Such contract shall pro-
vide that the direct costs of the process (not 
including costs of representation of a partic-
ipant, beneficiary, or enrollee) shall be paid 
by the plan or issuer, and not by the partici-
pant, beneficiary, or enrollee. 

(2) ELEMENTS OF PROCESS.—An external ap-
peal process shall be conducted consistent 
with standards established by the appro-
priate Secretary that include at least the 
following: 

(A) FAIR PROCESS; DE NOVO DETERMINA-
TION.—The process shall provide for a fair, de 
novo determination. 

(B) DETERMINATION CONCERNING EXTER-
NALLY APPEALABLE DECISIONS.—A qualified 
external appeal entity shall determine 
whether a decision is an externally appeal-
able decision and related decisions, includ-
ing— 

(i) whether such a decision involves an ex-
pedited appeal; 

(ii) the appropriate deadlines for internal 
review process required due to medical ex-
igencies in a case; and 

(iii) whether such a process has been com-
pleted. 

(C) OPPORTUNITY TO SUBMIT EVIDENCE, HAVE 
REPRESENTATION, AND MAKE ORAL PRESEN-
TATION.—Each party to an externally appeal-
able decision— 

(i) may submit and review evidence related 
to the issues in dispute, 

(ii) may use the assistance or representa-
tion of one or more individuals (any of whom 
may be an attorney), and 

(iii) may make an oral presentation. 
(D) PROVISION OF INFORMATION.—The plan 

or issuer involved shall provide timely ac-
cess to all its records relating to the matter 
of the externally appealable decision and to 
all provisions of the plan or health insurance 
coverage (including any coverage manual) 
relating to the matter. 

(E) TIMELY DECISIONS.—A determination by 
the external appeal entity on the decision 
shall— 

(i) be made orally or in writing and, if it is 
made orally, shall be supplied to the parties 
in writing as soon as possible; 

(ii) be binding on the plan or issuer; 
(iii) be made in accordance with the med-

ical exigencies of the case involved, but in no 
event later than 60 days (or 72 hours in the 
case of an expedited appeal) from the date of 
completion of the filing of notice of external 
appeal of the decision; 

(iv) state, in layperson’s language, the 
basis for the determination, including, if rel-
evant, any basis in the terms or conditions 
of the plan or coverage; and 

(v) inform the participant, beneficiary, or 
enrollee of the individual’s rights to seek 
further review by the courts (or other proc-
ess) of the external appeal determination. 

(c) QUALIFICATIONS OF EXTERNAL APPEAL 
ENTITIES.— 

(1) IN GENERAL.—For purposes of this sec-
tion, the term ‘‘qualified external appeal en-
tity’’ means, in relation to a plan or issuer, 
an entity (which may be a governmental en-
tity) that is certified under paragraph (2) as 
meeting the following requirements: 

(A) There is no real or apparent conflict of 
interest that would impede the entity con-
ducting external appeal activities inde-
pendent of the plan or issuer. 

(B) The entity conducts external appeal ac-
tivities through clinical peers. 

(C) The entity has sufficient medical, 
legal, and other expertise and sufficient 
staffing to conduct external appeal activities 
for the plan or issuer on a timely basis con-
sistent with subsection (b)(3)(E). 
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(D) The entity meets such other require-

ments as the appropriate Secretary may im-
pose. 

(2) CERTIFICATION OF EXTERNAL APPEAL EN-
TITIES.— 

(A) IN GENERAL.—In order to be treated as 
a qualified external appeal entity with re-
spect to— 

(i) a group health plan, the entity must be 
certified (and, in accordance with subpara-
graph (B), periodically recertified) as meet-
ing the requirements of paragraph (1) by the 
Secretary of Labor (or under a process recog-
nized or approved by the Secretary of Labor); 
or 

(ii) a health insurance issuer operating in a 
State, the entity must be certified (and, in 
accordance with subparagraph (B), periodi-
cally recertified) as meeting such require-
ments by the applicable State authority (or, 
if the State has not established an adequate 
certification and recertification process, by 
the Secretary of Health and Human Services, 
or under a process recognized or approved by 
such Secretary). 

(B) RECERTIFICATION PROCESS.—The appro-
priate Secretary shall develop standards for 
the recertification of external appeal enti-
ties. Such standards shall include a speci-
fication of— 

(i) the information required to be sub-
mitted as a condition of recertification on 
the entity’s performance of external appeal 
activities, which information shall include 
the number of cases reviewed, a summary of 
the disposition of those cases, the length of 
time in making determinations on those 
cases, and such information as may be nec-
essary to assure the independence of the en-
tity from the plans or issuers for which ex-
ternal appeal activities are being conducted; 
and 

(ii) the periodicity which recertification 
will be required. 

(d) CONTINUING LEGAL RIGHTS OF ENROLL-
EES.—Nothing in this subtitle shall be con-
strued as removing any legal rights of par-
ticipants, beneficiaries, enrollees, and others 
under State or Federal law, including the 
right to file judicial actions to enforce 
rights. 
CHAPTER 5—PROTECTING THE DOCTOR- 

PATIENT RELATIONSHIP 
SEC. ll141. PROHIBITION OF INTERFERENCE 

WITH CERTAIN MEDICAL COMMU-
NICATIONS. 

(a) PROHIBITION.— 
(1) GENERAL RULE.—The provisions of any 

contract or agreement, or the operation of 
any contract or agreement, between a group 
health plan or health insurance issuer in re-
lation to health insurance coverage (includ-
ing any partnership, association, or other or-
ganization that enters into or administers 
such a contract or agreement) and a health 
care provider (or group of health care pro-
viders) shall not prohibit or restrict the pro-
vider from engaging in medical communica-
tions with the provider’s patient. 

(2) NULLIFICATION.—Any contract provision 
or agreement that restricts or prohibits med-
ical communications in violation of para-
graph (1) shall be null and void. 

(b) RULES OF CONSTRUCTION.—Nothing in 
this section shall be construed— 

(1) to prohibit the enforcement, as part of 
a contract or agreement to which a health 
care provider is a party, of any mutually 
agreed upon terms and conditions, including 
terms and conditions requiring a health care 
provider to participate in, and cooperate 
with, all programs, policies, and procedures 
developed or operated by a group health plan 
or health insurance issuer to assure, review, 
or improve the quality and effective utiliza-
tion of health care services (if such utiliza-
tion is according to guidelines or protocols 

that are based on clinical or scientific evi-
dence and the professional judgment of the 
provider) but only if the guidelines or proto-
cols under such utilization do not prohibit or 
restrict medical communications between 
providers and their patients; or 

(2) to permit a health care provider to mis-
represent the scope of benefits covered under 
the group health plan or health insurance 
coverage or to otherwise require a group 
health plan health insurance issuer to reim-
burse providers for benefits not covered 
under the plan or coverage. 

(c) MEDICAL COMMUNICATION DEFINED.—In 
this section: 

(1) IN GENERAL.—The term ‘‘medical com-
munication’’ means any communication 
made by a health care provider with a pa-
tient of the health care provider (or the 
guardian or legal representative of such pa-
tient) with respect to— 

(A) the patient’s health status, medical 
care, or treatment options; 

(B) any utilization review requirements 
that may affect treatment options for the 
patient; or 

(C) any financial incentives that may af-
fect the treatment of the patient. 

(2) MISREPRESENTATION.—The term ‘‘med-
ical communication’’ does not include a 
communication by a health care provider 
with a patient of the health care provider (or 
the guardian or legal representative of such 
patient) if the communication involves a 
knowing or willful misrepresentation by 
such provider. 
SEC. ll142. PROHIBITION AGAINST TRANSFER 

OF INDEMNIFICATION OR IM-
PROPER INCENTIVE ARRANGE-
MENTS. 

(a) PROHIBITION OF TRANSFER OF INDEM-
NIFICATION.— 

(1) IN GENERAL.—No contract or agreement 
between a group health plan or health insur-
ance issuer (or any agent acting on behalf of 
such a plan or issuer) and a health care pro-
vider shall contain any provision purporting 
to transfer to the health care provider by in-
demnification or otherwise any liability re-
lating to activities, actions, or omissions of 
the plan, issuer, or agent (as opposed to the 
provider). 

(2) NULLIFICATION.—Any contract or agree-
ment provision described in paragraph (1) 
shall be null and void. 

(b) PROHIBITION OF IMPROPER PHYSICIAN IN-
CENTIVE PLANS.— 

(1) IN GENERAL.—A group health plan and a 
health insurance issuer offering health insur-
ance coverage may not operate any physi-
cian incentive plan (as defined in subpara-
graph (B) of section 1876(i)(8) of the Social 
Security Act) unless the requirements de-
scribed in subparagraph (A) of such section 
are met with respect to such a plan. 

(2) APPLICATION.—For purposes of carrying 
out paragraph (1), any reference in section 
1876(i)(8) of the Social Security Act to the 
Secretary, an eligible organization, or an in-
dividual enrolled with the organization shall 
be treated as a reference to the applicable 
authority, a group health plan or health in-
surance issuer, respectively, and a partici-
pant, beneficiary, or enrollee with the plan 
or organization, respectively. 
SEC. ll143. ADDITIONAL RULES REGARDING 

PARTICIPATION OF HEALTH CARE 
PROFESSIONALS. 

(a) PROCEDURES.—Insofar as a group health 
plan, or health insurance issuer that offers 
health insurance coverage, provides benefits 
through participating health care profes-
sionals, the plan or issuer shall establish rea-
sonable procedures relating to the participa-
tion (under an agreement between a profes-
sional and the plan or issuer) of such profes-
sionals under the plan or coverage. Such pro-
cedures shall include— 

(1) providing notice of the rules regarding 
participation; 

(2) providing written notice of participa-
tion decisions that are adverse to profes-
sionals; and 

(3) providing a process within the plan or 
issuer for appealing such adverse decisions, 
including the presentation of information 
and views of the professional regarding such 
decision. 

(b) CONSULTATION IN MEDICAL POLICIES.—A 
group health plan, and health insurance 
issuer that offers health insurance coverage, 
shall consult with participating physicians 
(if any) regarding the plan’s or issuer’s med-
ical policy, quality, and medical manage-
ment procedures. 
SEC. ll144. PROTECTION FOR PATIENT ADVO-

CACY. 
(a) PROTECTION FOR USE OF UTILIZATION RE-

VIEW AND GRIEVANCE PROCESS.—A group 
health plan, and a health insurance issuer 
with respect to the provision of health insur-
ance coverage, may not retaliate against a 
participant, beneficiary, enrollee, or health 
care provider based on the participant’s, 
beneficiary’s, enrollee’s or provider’s use of, 
or participation in, a utilization review proc-
ess or a grievance process of the plan or 
issuer (including an internal or external re-
view or appeal process) under this subtitle. 

(b) PROTECTION FOR QUALITY ADVOCACY BY 
HEALTH CARE PROFESSIONALS.— 

(1) IN GENERAL.—A group health plan or 
health insurance issuer may not retaliate or 
discriminate against a protected health care 
professional because the professional in good 
faith— 

(A) discloses information relating to the 
care, services, or conditions affecting one or 
more participants, beneficiaries, or enrollees 
of the plan or issuer to an appropriate public 
regulatory agency, an appropriate private 
accreditation body, or appropriate manage-
ment personnel of the plan or issuer; or 

(B) initiates, cooperates, or otherwise par-
ticipates in an investigation or proceeding 
by such an agency with respect to such care, 
services, or conditions. 

If an institutional health care provider is a 
participating provider with such a plan or 
issuer or otherwise receives payments for 
benefits provided by such a plan or issuer, 
the provisions of the previous sentence shall 
apply to the provider in relation to care, 
services, or conditions affecting one or more 
patients within an institutional health care 
provider in the same manner as they apply 
to the plan or issuer in relation to care, serv-
ices, or conditions provided to one or more 
participants, beneficiaries, or enrollees; and 
for purposes of applying this sentence, any 
reference to a plan or issuer is deemed a ref-
erence to the institutional health care pro-
vider. 

(2) GOOD FAITH ACTION.—For purposes of 
paragraph (1), a protected health care profes-
sional is considered to be acting in good 
faith with respect to disclosure of informa-
tion or participation if, with respect to the 
information disclosed as part of the action— 

(A) the disclosure is made on the basis of 
personal knowledge and is consistent with 
that degree of learning and skill ordinarily 
possessed by health care professionals with 
the same licensure or certification and the 
same experience; 

(B) the professional reasonably believes 
the information to be true; 

(C) the information evidences either a vio-
lation of a law, rule, or regulation, of an ap-
plicable accreditation standard, or of a gen-
erally recognized professional or clinical 
standard or that a patient is in imminent 
hazard of loss of life or serious injury; and 

(D) subject to subparagraphs (B) and (C) of 
paragraph (3), the professional has followed 
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reasonable internal procedures of the plan, 
issuer, or institutional health care provider 
established for the purpose of addressing 
quality concerns before making the disclo-
sure. 

(3) EXCEPTION AND SPECIAL RULE.— 
(A) GENERAL EXCEPTION.—Paragraph (1) 

does not protect disclosures that would vio-
late Federal or State law or diminish or im-
pair the rights of any person to the contin-
ued protection of confidentiality of commu-
nications provided by such law. 

(B) NOTICE OF INTERNAL PROCEDURES.—Sub-
paragraph (D) of paragraph (2) shall not 
apply unless the internal procedures in-
volved are reasonably expected to be known 
to the health care professional involved. For 
purposes of this subparagraph, a health care 
professional is reasonably expected to know 
of internal procedures if those procedures 
have been made available to the professional 
through distribution or posting. 

(C) INTERNAL PROCEDURE EXCEPTION.—Sub-
paragraph (D) of paragraph (2) also shall not 
apply if— 

(i) the disclosure relates to an imminent 
hazard of loss of life or serious injury to a 
patient; 

(ii) the disclosure is made to an appro-
priate private accreditation body pursuant 
to disclosure procedures established by the 
body; or 

(iii) the disclosure is in response to an in-
quiry made in an investigation or proceeding 
of an appropriate public regulatory agency 
and the information disclosed is limited to 
the scope of the investigation or proceeding. 

(4) ADDITIONAL CONSIDERATIONS.—It shall 
not be a violation of paragraph (1) to take an 
adverse action against a protected health 
care professional if the plan, issuer, or pro-
vider taking the adverse action involved 
demonstrates that it would have taken the 
same adverse action even in the absence of 
the activities protected under such para-
graph. 

(5) NOTICE.—A group health plan, health in-
surance issuer, and institutional health care 
provider shall post a notice, to be provided 
or approved by the Secretary of Labor, set-
ting forth excerpts from, or summaries of, 
the pertinent provisions of this subsection 
and information pertaining to enforcement 
of such provisions. 

(6) CONSTRUCTIONS.— 
(A) DETERMINATIONS OF COVERAGE.—Noth-

ing in this subsection shall be construed to 
prohibit a plan or issuer from making a de-
termination not to pay for a particular med-
ical treatment or service or the services of a 
type of health care professional. 

(B) ENFORCEMENT OF PEER REVIEW PROTO-
COLS AND INTERNAL PROCEDURES.—Nothing in 
this subsection shall be construed to prohibit 
a plan, issuer, or provider from establishing 
and enforcing reasonable peer review or uti-
lization review protocols or determining 
whether a protected health care professional 
has complied with those protocols or from 
establishing and enforcing internal proce-
dures for the purpose of addressing quality 
concerns. 

(C) RELATION TO OTHER RIGHTS.—Nothing in 
this subsection shall be construed to abridge 
rights of participants, beneficiaries, enroll-
ees, and protected health care professionals 
under other applicable Federal or State laws. 

(7) PROTECTED HEALTH CARE PROFESSIONAL 
DEFINED.—For purposes of this subsection, 
the term ‘‘protected health care profes-
sional’’ means an individual who is a li-
censed or certified health care professional 
and who— 

(A) with respect to a group health plan or 
health insurance issuer, is an employee of 
the plan or issuer or has a contract with the 
plan or issuer for provision of services for 

which benefits are available under the plan 
or issuer; or 

(B) with respect to an institutional health 
care provider, is an employee of the provider 
or has a contract or other arrangement with 
the provider respecting the provision of 
health care services. 
CHAPTER 6—PROMOTING GOOD MEDICAL 

PRACTICE 
SEC. ll151. PROMOTING GOOD MEDICAL PRAC-

TICE. 
(a) PROHIBITING ARBITRARY LIMITATIONS OR 

CONDITIONS FOR THE PROVISION OF SERV-
ICES.— 

(1) IN GENERAL.—A group health plan, and 
a health insurance issuer in connection with 
the provision of health insurance coverage, 
may not arbitrarily interfere with or alter 
the decision of the treating physician regard-
ing the manner or setting in which par-
ticular services are delivered if the services 
are medically necessary or appropriate for 
treatment or diagnosis to the extent that 
such treatment or diagnosis is otherwise a 
covered benefit. 

(2) CONSTRUCTION.—Paragraph (1) shall not 
be construed as prohibiting a plan or issuer 
from limiting the delivery of services to one 
or more health care providers within a net-
work of such providers. 

(3) MANNER OR SETTING DEFINED.—In para-
graph (1), the term ‘‘manner or setting’’ 
means the location of treatment, such as 
whether treatment is provided on an inpa-
tient or outpatient basis, and the duration of 
treatment, such as the number of days in a 
hospital. Such term does not include the cov-
erage of a particular service or treatment. 

(b) NO CHANGE IN COVERAGE.—Subsection 
(a) shall not be construed as requiring cov-
erage of particular services the coverage of 
which is otherwise not covered under the 
terms of the plan or coverage or from con-
ducting utilization review activities con-
sistent with this subsection. 

(c) MEDICAL NECESSITY OR APPROPRIATE-
NESS DEFINED.—In subsection (a), the term 
‘‘medically necessary or appropriate’’ means, 
with respect to a service or benefit, a service 
or benefit which is consistent with generally 
accepted principles of professional medical 
practice. 
SEC. ll152. STANDARDS RELATING TO BENE-

FITS FOR CERTAIN BREAST CANCER 
TREATMENT. 

(a) INPATIENT CARE.— 
(1) IN GENERAL.—A group health plan, and 

a health insurance issuer offering group 
health insurance coverage, that provides 
medical and surgical benefits shall ensure 
that inpatient coverage with respect to the 
treatment of breast cancer is provided for a 
period of time as is determined by the at-
tending physician, in his or her professional 
judgment consistent with generally accepted 
medical standards, in consultation with the 
patient, to be medically appropriate fol-
lowing— 

(A) a mastectomy; 
(B) a lumpectomy; or 
(C) a lymph node dissection for the treat-

ment of breast cancer. 
(2) EXCEPTION.—Nothing in this section 

shall be construed as requiring the provision 
of inpatient coverage if the attending physi-
cian and patient determine that a shorter pe-
riod of hospital stay is medically appro-
priate. 

(b) PROHIBITIONS.—A group health plan, 
and a health insurance issuer offering group 
health insurance coverage in connection 
with a group health plan, may not— 

(1) deny to a woman eligibility, or contin-
ued eligibility, to enroll or to renew cov-
erage under the terms of the plan, solely for 
the purpose of avoiding the requirements of 
this section; 

(2) provide monetary payments or rebates 
to women to encourage such women to ac-
cept less than the minimum protections 
available under this section; 

(3) penalize or otherwise reduce or limit 
the reimbursement of an attending provider 
because such provider provided care to an in-
dividual participant or beneficiary in accord-
ance with this section; 

(4) provide incentives (monetary or other-
wise) to an attending provider to induce such 
provider to provide care to an individual par-
ticipant or beneficiary in a manner incon-
sistent with this section; or 

(5) subject to subsection (c)(3), restrict 
benefits for any portion of a period within a 
hospital length of stay required under sub-
section (a) in a manner which is less favor-
able than the benefits provided for any pre-
ceding portion of such stay. 

(c) RULES OF CONSTRUCTION.— 
(1) Nothing in this section shall be con-

strued to require a woman who is a partici-
pant or beneficiary— 

(A) to undergo a mastectomy or lymph 
node dissection in a hospital; or 

(B) to stay in the hospital for a fixed pe-
riod of time following a mastectomy or 
lymph node dissection. 

(2) This section shall not apply with re-
spect to any group health plan, or any group 
health insurance coverage offered by a 
health insurance issuer, which does not pro-
vide benefits for hospital lengths of stay in 
connection with a mastectomy or lymph 
node dissection for the treatment of breast 
cancer. 

(3) Nothing in this section shall be con-
strued as preventing a group health plan or 
issuer from imposing deductibles, coinsur-
ance, or other cost-sharing in relation to 
benefits for hospital lengths of stay in con-
nection with a mastectomy or lymph node 
dissection for the treatment of breast cancer 
under the plan (or under health insurance 
coverage offered in connection with a group 
health plan), except that such coinsurance or 
other cost-sharing for any portion of a period 
within a hospital length of stay required 
under subsection (a) may not be greater than 
such coinsurance or cost-sharing for any pre-
ceding portion of such stay. 

(d) LEVEL AND TYPE OF REIMBURSEMENTS.— 
Nothing in this section shall be construed to 
prevent a group health plan or a health in-
surance issuer offering group health insur-
ance coverage from negotiating the level and 
type of reimbursement with a provider for 
care provided in accordance with this sec-
tion. 

(e) EXCEPTION FOR HEALTH INSURANCE COV-
ERAGE IN CERTAIN STATES.— 

(1) IN GENERAL.—The requirements of this 
section shall not apply with respect to 
health insurance coverage if there is a State 
law (as defined in section 2723(d)(1) of the 
Public Health Service Act) for a State that 
regulates such coverage that is described in 
any of the following subparagraphs: 

(A) Such State law requires such coverage 
to provide for at least a 48-hour hospital 
length of stay following a mastectomy per-
formed for treatment of breast cancer and at 
least a 24-hour hospital length of stay fol-
lowing a lymph node dissection for treat-
ment of breast cancer. 

(B) Such State law requires, in connection 
with such coverage for surgical treatment of 
breast cancer, that the hospital length of 
stay for such care is left to the decision of 
(or required to be made by) the attending 
provider in consultation with the woman in-
volved. 

(2) CONSTRUCTION.—Section 2723(a)(1) of the 
Public Health Service Act and section 
731(a)(1) of the Employee Retirement Income 
Security Act of 1974 shall not be construed as 
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superseding a State law described in para-
graph (1). 

CHAPTER 7—DEFINITIONS 
SEC. ll191. DEFINITIONS. 

(a) INCORPORATION OF GENERAL DEFINI-
TIONS.—The provisions of section 2971 of the 
Public Health Service Act shall apply for 
purposes of this subtitle in the same manner 
as they apply for purposes of title XXVII of 
such Act. 

(b) SECRETARY.—Except as otherwise pro-
vided, the term ‘‘Secretary’’ means the Sec-
retary of Health and Human Services, in con-
sultation with the Secretary of Labor and 
the Secretary of the Treasury and the term 
‘‘appropriate Secretary’’ means the Sec-
retary of Health and Human Services in rela-
tion to carrying out this subtitle under sec-
tions 2707 and 2753 of the Public Health Serv-
ice Act, the Secretary of Labor in relation to 
carrying out this subtitle under section 714 
of the Employee Retirement Income Secu-
rity Act of 1974, and the Secretary of the 
Treasury in relation to carrying out this 
subtitle under chapter 100 and section 4980D 
of the Internal Revenue Code of 1986. 

(c) ADDITIONAL DEFINITIONS.—For purposes 
of this subtitle: 

(1) APPLICABLE AUTHORITY.—The term ‘‘ap-
plicable authority’’ means— 

(A) in the case of a group health plan, the 
Secretary of Health and Human Services and 
the Secretary of Labor; and 

(B) in the case of a health insurance issuer 
with respect to a specific provision of this 
subtitle, the applicable State authority (as 
defined in section 2791(d) of the Public 
Health Service Act), or the Secretary of 
Health and Human Services, if such Sec-
retary is enforcing such provision under sec-
tion 2722(a)(2) or 2761(a)(2) of the Public 
Health Service Act. 

(2) CLINICAL PEER.—The term ‘‘clinical 
peer’’ means, with respect to a review or ap-
peal, a physician (allopathic or osteopathic) 
or other health care professional who holds a 
non-restricted license in a State and who is 
appropriately credentialed in the same or 
similar specialty as typically manages the 
medical condition, procedure, or treatment 
under review or appeal and includes a pedi-
atric specialist where appropriate; except 
that only a physician may be a clinical peer 
with respect to the review or appeal of treat-
ment rendered by a physician. 

(3) HEALTH CARE PROVIDER.—The term 
‘‘health care provider’’ includes a physician 
or other health care professional, as well as 
an institutional provider of health care serv-
ices. 

(4) NONPARTICIPATING.—The term ‘‘non-
participating’’ means, with respect to a 
health care provider that provides health 
care items and services to a participant, ben-
eficiary, or enrollee under group health plan 
or health insurance coverage, a health care 
provider that is not a participating health 
care provider with respect to such items and 
services. 

(5) PARTICIPATING.—The term ‘‘partici-
pating’’ means, with respect to a health care 
provider that provides health care items and 
services to a participant, beneficiary, or en-
rollee under group health plan or health in-
surance coverage offered by a health insur-
ance issuer, a health care provider that fur-
nishes such items and services under a con-
tract or other arrangement with the plan or 
issuer. 
SEC. ll192. PREEMPTION; STATE FLEXIBILITY; 

CONSTRUCTION. 
(a) CONTINUED APPLICABILITY OF STATE 

LAW WITH RESPECT TO HEALTH INSURANCE 
ISSUERS.— 

(1) IN GENERAL.—Subject to paragraph (2), 
this subtitle shall not be construed to super-
sede any provision of State law which estab-

lishes, implements, or continues in effect 
any standard or requirement solely relating 
to health insurance issuers in connection 
with group health insurance coverage except 
to the extent that such standard or require-
ment prevents the application of a require-
ment of this subtitle. 

(2) CONTINUED PREEMPTION WITH RESPECT TO 
GROUP HEALTH PLANS.—Nothing in this sub-
title shall be construed to affect or modify 
the provisions of section 514 of the Employee 
Retirement Income Security Act of 1974 with 
respect to group health plans. 

(b) RULES OF CONSTRUCTION.—Except as 
provided in section ll152, nothing in this 
subtitle shall be construed as requiring a 
group health plan or health insurance cov-
erage to provide specific benefits under the 
terms of such plan or coverage. 

(c) DEFINITIONS.—For purposes of this sec-
tion: 

(1) STATE LAW.—The term ‘‘State law’’ in-
cludes all laws, decisions, rules, regulations, 
or other State action having the effect of 
law, of any State. A law of the United States 
applicable only to the District of Columbia 
shall be treated as a State law rather than a 
law of the United States. 

(2) STATE.—The term ‘‘State’’ includes a 
State, the Northern Mariana Islands, any po-
litical subdivisions of a State or such Is-
lands, or any agency or instrumentality of 
either. 
SEC. ll193. REGULATIONS. 

The Secretaries of Health and Human 
Services, Labor, and the Treasury shall issue 
such regulations as may be necessary or ap-
propriate to carry out this subtitle. Such 
regulations shall be issued consistent with 
section 104 of Health Insurance Portability 
and Accountability Act of 1996. Such Secre-
taries may promulgate any interim final 
rules as the Secretaries determine are appro-
priate to carry out this subtitle. 
Subtitle B—Application of Patient Protection 

Standards to Group Health Plans and 
Health Insurance Coverage Under Public 
Health Service Act 

SEC. ll201. APPLICATION TO GROUP HEALTH 
PLANS AND GROUP HEALTH INSUR-
ANCE COVERAGE. 

(a) IN GENERAL.—Subpart 2 of part A of 
title XXVII of the Public Health Service Act, 
as amended by the Omnibus Consolidated 
and Emergency Supplemental Appropria-
tions Act, 1999 (Public Law 105-277), is 
amended by adding at the end the following 
new section: 
‘‘SEC. 2707. PATIENT PROTECTION STANDARDS. 

‘‘(a) IN GENERAL.—Each group health plan 
shall comply with patient protection re-
quirements under subtitle A of the Patients’ 
Bill of Rights Act of 1999, and each health in-
surance issuer shall comply with patient pro-
tection requirements under such subtitle 
with respect to group health insurance cov-
erage it offers, and such requirements shall 
be deemed to be incorporated into this sub-
section. 

‘‘(b) NOTICE.—A group health plan shall 
comply with the notice requirement under 
section 711(d) of the Employee Retirement 
Income Security Act of 1974 with respect to 
the requirements referred to in subsection 
(a) and a health insurance issuer shall com-
ply with such notice requirement as if such 
section applied to such issuer and such issuer 
were a group health plan.’’. 

(b) CONFORMING AMENDMENT.—Section 
2721(b)(2)(A) of the Public Health Service Act 
(42 U.S.C. 300gg–21(b)(2)(A)) is amended by in-
serting ‘‘(other than section 2707)’’ after ‘‘re-
quirements of such subparts’’. 
SEC. ll202. APPLICATION TO INDIVIDUAL 

HEALTH INSURANCE COVERAGE. 
Subpart 3 of part B of title XXVII of the 

Public Health Service Act, as amended by 

the Omnibus Consolidated and Emergency 
Supplemental Appropriations Act, 1999 (Pub-
lic Law 105-277), is amended by adding at the 
end the following new section: 
‘‘SEC. 2753. PATIENT PROTECTION STANDARDS. 

‘‘(a) IN GENERAL.—Each health insurance 
issuer shall comply with patient protection 
requirements under subtitle A of the Pa-
tients’ Bill of Rights Act of 1999 with respect 
to individual health insurance coverage it of-
fers, and such requirements shall be deemed 
to be incorporated into this subsection. 

‘‘(b) NOTICE.—A health insurance issuer 
under this part shall comply with the notice 
requirement under section 711(d) of the Em-
ployee Retirement Income Security Act of 
1974 with respect to the requirements of such 
subtitle as if such section applied to such 
issuer and such issuer were a group health 
plan.’’. 

Subtitle C—Amendments to the Employee 
Retirement Income Security Act of 1974 

SEC. ll301. APPLICATION OF PATIENT PROTEC-
TION STANDARDS TO GROUP 
HEALTH PLANS AND GROUP HEALTH 
INSURANCE COVERAGE UNDER THE 
EMPLOYEE RETIREMENT INCOME 
SECURITY ACT OF 1974. 

(a) IN GENERAL.—Subpart B of part 7 of 
subtitle B of title I of the Employee Retire-
ment Income Security Act of 1974, as amend-
ed by the Omnibus Consolidated and Emer-
gency Supplemental Appropriations Act, 1999 
(Public Law 105-277), is amended by adding at 
the end the following: 
‘‘SEC. 714. PATIENT PROTECTION STANDARDS. 

‘‘(a) IN GENERAL.—Subject to subsection 
(b), a group health plan (and a health insur-
ance issuer offering group health insurance 
coverage in connection with such a plan) 
shall comply with the requirements of sub-
title A of the Patients’ Bill of Rights Act of 
1999 (as in effect as of the date of the enact-
ment of such Act), and such requirements 
shall be deemed to be incorporated into this 
subsection. 

‘‘(b) PLAN SATISFACTION OF CERTAIN RE-
QUIREMENTS.— 

‘‘(1) SATISFACTION OF CERTAIN REQUIRE-
MENTS THROUGH INSURANCE.—For purposes of 
subsection (a), insofar as a group health plan 
provides benefits in the form of health insur-
ance coverage through a health insurance 
issuer, the plan shall be treated as meeting 
the following requirements of subtitle A of 
the Patients’ Bill of Rights Act of 1999 with 
respect to such benefits and not be consid-
ered as failing to meet such requirements be-
cause of a failure of the issuer to meet such 
requirements so long as the plan sponsor or 
its representatives did not cause such failure 
by the issuer: 

‘‘(A) Section ll101 (relating to access to 
emergency care). 

‘‘(B) Section ll102(a)(1) (relating to offer-
ing option to purchase point-of-service cov-
erage), but only insofar as the plan is meet-
ing such requirement through an agreement 
with the issuer to offer the option to pur-
chase point-of-service coverage under such 
section. 

‘‘(C) Section ll103 (relating to choice of 
providers). 

‘‘(D) Section ll104 (relating to access to 
specialty care). 

‘‘(E) Section ll105(a)(1) (relating to con-
tinuity in case of termination of provider 
contract) and section ll105(a)(2) (relating 
to continuity in case of termination of issuer 
contract), but only insofar as a replacement 
issuer assumes the obligation for continuity 
of care. 

‘‘(F) Section ll106 (relating to coverage 
for individuals participating in approved 
clinical trials.) 

‘‘(G) Section ll107 (relating to access to 
needed prescription drugs). 
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‘‘(H) Section ll108 (relating to adequacy 

of provider network). 
‘‘(I) Chapter 2 of subtitle A (relating to 

quality assurance). 
‘‘(J) Section ll143 (relating to additional 

rules regarding participation of health care 
professionals). 

‘‘(K) Section ll152 (relating to standards 
relating to benefits for certain breast cancer 
treatment). 

‘‘(2) INFORMATION.—With respect to infor-
mation required to be provided or made 
available under section ll121, in the case of 
a group health plan that provides benefits in 
the form of health insurance coverage 
through a health insurance issuer, the Sec-
retary shall determine the circumstances 
under which the plan is not required to pro-
vide or make available the information (and 
is not liable for the issuer’s failure to pro-
vide or make available the information), if 
the issuer is obligated to provide and make 
available (or provides and makes available) 
such information. 

‘‘(3) GRIEVANCE AND INTERNAL APPEALS.— 
With respect to the grievance system and in-
ternal appeals process required to be estab-
lished under sections 131 and 132, in the case 
of a group health plan that provides benefits 
in the form of health insurance coverage 
through a health insurance issuer, the Sec-
retary shall determine the circumstances 
under which the plan is not required to pro-
vide for such system and process (and is not 
liable for the issuer’s failure to provide for 
such system and process), if the issuer is ob-
ligated to provide for (and provides for) such 
system and process. 

‘‘(4) EXTERNAL APPEALS.—Pursuant to rules 
of the Secretary, insofar as a group health 
plan enters into a contract with a qualified 
external appeal entity for the conduct of ex-
ternal appeal activities in accordance with 
section ll133, the plan shall be treated as 
meeting the requirement of such section and 
is not liable for the entity’s failure to meet 
any requirements under such section. 

‘‘(5) APPLICATION TO PROHIBITIONS.—Pursu-
ant to rules of the Secretary, if a health in-
surance issuer offers health insurance cov-
erage in connection with a group health plan 
and takes an action in violation of any of the 
following sections, the group health plan 
shall not be liable for such violation unless 
the plan caused such violation: 

‘‘(A) Section ll109 (relating to non-
discrimination in delivery of services). 

‘‘(B) Section ll141 (relating to prohibi-
tion of interference with certain medical 
communications). 

‘‘(C) Section ll142 (relating to prohibi-
tion against transfer of indemnification or 
improper incentive arrangements). 

‘‘(D) Section ll144 (relating to prohibi-
tion on retaliation). 

‘‘(E) Section ll151 (relating to promoting 
good medical practice). 

‘‘(6) CONSTRUCTION.—Nothing in this sub-
section shall be construed to affect or modify 
the responsibilities of the fiduciaries of a 
group health plan under part 4 of subtitle B. 

‘‘(7) APPLICATION TO CERTAIN PROHIBITIONS 
AGAINST RETALIATION.—With respect to com-
pliance with the requirements of section 
ll144(b)(1) of the Patients’ Bill of Rights 
Act of 1999, for purposes of this subtitle the 
term ‘group health plan’ is deemed to in-
clude a reference to an institutional health 
care provider. 

‘‘(c) ENFORCEMENT OF CERTAIN REQUIRE-
MENTS.— 

‘‘(1) COMPLAINTS.—Any protected health 
care professional who believes that the pro-
fessional has been retaliated or discrimi-
nated against in violation of section 
ll144(b)(1) of the Patients’ Bill of Rights 
Act of 1999 may file with the Secretary a 

complaint within 180 days of the date of the 
alleged retaliation or discrimination. 

‘‘(2) INVESTIGATION.—The Secretary shall 
investigate such complaints and shall deter-
mine if a violation of such section has oc-
curred and, if so, shall issue an order to en-
sure that the protected health care profes-
sional does not suffer any loss of position, 
pay, or benefits in relation to the plan, 
issuer, or provider involved, as a result of 
the violation found by the Secretary. 

‘‘(d) CONFORMING REGULATIONS.—The Sec-
retary may issue regulations to coordinate 
the requirements on group health plans 
under this section with the requirements im-
posed under the other provisions of this 
title.’’. 

(b) SATISFACTION OF ERISA CLAIMS PROCE-
DURE REQUIREMENT.—Section 503 of the Em-
ployee Retirement Income Security Act of 
1974 (29 U.S.C. 1133) is amended by inserting 
‘‘(a)’’ after ‘‘SEC. 503.’’ and by adding at the 
end the following new subsection: 

‘‘(b) In the case of a group health plan (as 
defined in section 733) compliance with the 
requirements of chapter 4 (and section 
ll115) of subtitle A of the Patients’ Bill of 
Rights Act of 1999 in the case of a claims de-
nial shall be deemed compliance with sub-
section (a) with respect to such claims de-
nial.’’. 

(c) CONFORMING AMENDMENTS.— 
(1) Section 732(a) of the Employee Retire-

ment Income Security Act of 1974 (29 U.S.C. 
1185(a)) is amended by striking ‘‘section 711’’ 
and inserting ‘‘sections 711 and 714’’. 

(2) The table of contents in section 1 of the 
Employee Retirement Income Security Act 
of 1974, as amended by the Omnibus Consoli-
dated and Emergency Supplemental Appro-
priations Act, 1999 (Public Law 105–277), is 
amended by inserting after the item relating 
to section 713 the following new item: 
‘‘Sec. 714. Patient protection standards.’’. 

(3) Section 502(b)(3) of the Employee Re-
tirement Income Security Act of 1974 (29 
U.S.C. 1132(b)(3)) is amended by inserting 
‘‘(other than section 144(b))’’ after ‘‘part 7’’. 
SEC. ll302. ERISA PREEMPTION NOT TO APPLY 

TO CERTAIN ACTIONS INVOLVING 
HEALTH INSURANCE POLICY-
HOLDERS. 

(a) IN GENERAL.—Section 514 of the Em-
ployee Retirement Income Security Act of 
1974 (29 U.S.C. 1144) is amended by adding at 
the end the following subsection: 

‘‘(e) PREEMPTION NOT TO APPLY TO CERTAIN 
ACTIONS ARISING OUT OF PROVISION OF 
HEALTH BENEFITS.— 

‘‘(1) IN GENERAL.—Except as provided in 
this subsection, nothing in this title shall be 
construed to invalidate, impair, or supersede 
any cause of action brought by a plan partic-
ipant or beneficiary (or the estate of a plan 
participant or beneficiary) under State law 
to recover damages resulting from personal 
injury or for wrongful death against any per-
son— 

‘‘(A) in connection with the provision of in-
surance, administrative services, or medical 
services by such person to or for a group 
health plan (as defined in section 733), or 

‘‘(B) that arises out of the arrangement by 
such person for the provision of such insur-
ance, administrative services, or medical 
services by other persons. 

‘‘(2) EXCEPTION FOR EMPLOYERS AND OTHER 
PLAN SPONSORS.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(B), paragraph (1) does not authorize— 

‘‘(i) any cause of action against an em-
ployer or other plan sponsor maintaining the 
group health plan or against an employee of 
such an employer or sponsor acting within 
the scope of employment, or 

‘‘(ii) a right of recovery or indemnity by a 
person against an employer or other plan 
sponsor (or such an employee) for damages 

assessed against the person pursuant to a 
cause of action under paragraph (1). 

‘‘(B) SPECIAL RULE.—Subparagraph (A) 
shall not preclude any cause of action de-
scribed in paragraph (1) against an employer 
or other plan sponsor (or against an em-
ployee of such an employer or sponsor acting 
within the scope of employment) if— 

‘‘(i) such action is based on the employer’s 
or other plan sponsor’s (or employee’s) exer-
cise of discretionary authority to make a de-
cision on a claim for benefits covered under 
the plan or health insurance coverage in the 
case at issue; and 

‘‘(ii) the exercise by such employer or 
other plan sponsor (or employee of such au-
thority) resulted in personal injury or 
wrongful death. 

‘‘(3) CONSTRUCTION.—Nothing in this sub-
section shall be construed as permitting a 
cause of action under State law for the fail-
ure to provide an item or service which is 
not covered under the group health plan in-
volved. 

‘‘(4) PERSONAL INJURY DEFINED.—For pur-
poses of this subsection, the term ‘personal 
injury’ means a physical injury and includes 
an injury arising out of the treatment (or 
failure to treat) a mental illness or disease.’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall apply to acts 
and omissions occurring on or after the date 
of the enactment of this Act from which a 
cause of action arises. 
SEC. ll303. LIMITATION IN ACTIONS. 

Section 502 of Employee Retirement In-
come Security Act of 1974 (29 U.S.C. 1132) is 
amended by adding at the end the following: 

‘‘(n)(1) Except as provided in this section, 
no action may be brought under subsection 
(a)(1)(B), (a)(2), or (a)(3) by a participant or 
beneficiary seeking relief based on the appli-
cation of any provision in chapter 1 (other 
than section ll109) of subtitle A, chapter 5 
of subtitle A, or section ll115 or ll151 of 
the Patient’s Bill of Rights Act of 1999 (as in-
corporated under section 714). 

‘‘(2) An action may be brought under sub-
section (a)(1)(B), (a)(2), or (a)(3) by a partici-
pant or beneficiary seeking relief based on 
the application of section ll101, ll104, 
ll105, ll106, ll107(a)(3), ll107(b), 
ll115, or ll151 of the Patient’s Bill of 
Rights Act of 1999 (as incorporated under 
section 714) to the individual circumstances 
of that participant or beneficiary; except 
that— 

‘‘(A) such an action may not be brought or 
maintained as a class action; and 

‘‘(B) in such an action relief may only pro-
vide for the provision of (or payment for) 
benefits, items, or services denied to the in-
dividual participant or beneficiary involved 
(and for attorney’s fees and the costs of the 
action, at the discretion of the court) and 
shall not provide for any other relief to the 
participant or beneficiary and for any relief 
to any other person. 

‘‘(3) Nothing in this subsection shall be 
construed as affecting any action brought by 
the Secretary.’’. 
Subtitle D—Application to Group Health 

Plans under the Internal Revenue Code of 
1986 

SEC. ll401. AMENDMENTS TO THE INTERNAL 
REVENUE CODE OF 1986. 

Subchapter B of chapter 100 of the Internal 
Revenue Code of 1986 (as amended by section 
1531(a) of the Taxpayer Relief Act of 1997) is 
amended— 

(1) in the table of sections, by inserting 
after the item relating to section 9812 the 
following new item: 

‘‘Sec. 9813. Standard relating to patient free-
dom of choice.’’; and 

(2) by inserting after section 9812 the fol-
lowing: 
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‘‘SEC. 9813. STANDARD RELATING TO PATIENTS’ 

BILL OF RIGHTS. 
‘‘A group health plan shall comply with 

the requirements of subtitle A of the Pa-
tients’ Bill of Rights Act of 1999 (as in effect 
as of the date of the enactment of such Act), 
and such requirements shall be deemed to be 
incorporated into this section.’’. 
Subtitle E—Effective Dates; Coordination in 

Implementation 
SEC. ll501. EFFECTIVE DATES AND RELATED 

RULES. 
(a) GROUP HEALTH COVERAGE.— 
(1) IN GENERAL.—Subject to paragraph (2), 

the amendments made by sections 201(a), 301, 
and 401 (and subtitle A insofar as it relates 
to such sections) shall apply with respect to 
group health plans, and health insurance 
coverage offered in connection with group 
health plans, for plan years beginning on or 
after October 1, 2000 (in this section referred 
to as the ‘‘general effective date’’). 

(2) TREATMENT OF COLLECTIVE BARGAINING 
AGREEMENTS.—In the case of a group health 
plan maintained pursuant to 1 or more col-
lective bargaining agreements between em-
ployee representatives and 1 or more em-
ployers ratified before the date of enactment 
of this title, the amendments made by sec-
tions ll201(a), ll301, and ll401 (and sub-
title A insofar as it relates to such sections) 
shall not apply to plan years beginning be-
fore the later of— 

(A) the date on which the last collective 
bargaining agreements relating to the plan 
terminates (determined without regard to 
any extension thereof agreed to after the 
date of enactment of this Act), or 

(B) the general effective date. 

For purposes of subparagraph (A), any plan 
amendment made pursuant to a collective 
bargaining agreement relating to the plan 
which amends the plan solely to conform to 
any requirement added by this title shall not 
be treated as a termination of such collec-
tive bargaining agreement. 

(b) INDIVIDUAL HEALTH INSURANCE COV-
ERAGE.—The amendments made by section 
ll202 shall apply with respect to individual 
health insurance coverage offered, sold, 
issued, renewed, in effect, or operated in the 
individual market on or after the general ef-
fective date. 

(c) TREATMENT OF RELIGIOUS NONMEDICAL 
PROVIDERS.— 

(1) IN GENERAL.—Nothing in this title (or 
the amendments made thereby) shall be con-
strued to— 

(A) restrict or limit the right of group 
health plans, and of health insurance issuers 
offering health insurance coverage, to in-
clude as providers religious nonmedical pro-
viders; 

(B) require such plans or issuers to— 
(i) utilize medically based eligibility stand-

ards or criteria in deciding provider status of 
religious nonmedical providers; 

(ii) use medical professionals or criteria to 
decide patient access to religious nonmedical 
providers; 

(iii) utilize medical professionals or cri-
teria in making decisions in internal or ex-
ternal appeals regarding coverage for care by 
religious nonmedical providers; or 

(iv) compel a participant or beneficiary to 
undergo a medical examination or test as a 
condition of receiving health insurance cov-
erage for treatment by a religious nonmed-
ical provider; or 

(C) require such plans or issuers to exclude 
religious nonmedical providers because they 
do not provide medical or other required 
data, if such data is inconsistent with the re-
ligious nonmedical treatment or nursing 
care provided by the provider. 

(2) RELIGIOUS NONMEDICAL PROVIDER.—For 
purposes of this subsection, the term ‘‘reli-

gious nonmedical provider’’ means a pro-
vider who provides no medical care but who 
provides only religious nonmedical treat-
ment or religious nonmedical nursing care. 
SEC. ll502. COORDINATION IN IMPLEMENTA-

TION. 
Section 104(1) of Health Insurance Port-

ability and Accountability Act of 1996 is 
amended by striking ‘‘this subtitle (and the 
amendments made by this subtitle and sec-
tion 401)’’ and inserting ‘‘the provisions of 
part 7 of subtitle B of title I of the Employee 
Retirement Income Security Act of 1974, the 
provisions of parts A and C of title XXVII of 
the Public Health Service Act, chapter 100 of 
the Internal Revenue Code of 1986, and sub-
title A of the Patients’ Bill of Rights Act of 
1999’’. 
SEC. ll503. NO IMPACT ON SOCIAL SECURITY 

TRUST FUND. 
(a) IN GENERAL.—Nothing in this title shall 

be construed to alter or amend the Social Se-
curity Act (or any regulation promulgated 
under that Act). 

(b) TRANSFERS.— 
(1) ESTIMATE OF SECRETARY.—The Sec-

retary of the Treasury shall annually esti-
mate the impact that the enactment of this 
title has on the income and balances of the 
trust funds established under section 201 of 
the Social Security Act (42 U.S.C. 401). 

(2) TRANSFER OF FUNDS.—If, under para-
graph (1), the Secretary of the Treasury esti-
mates that the enactment of this title has a 
negative impact on the income and balances 
of the trust funds established under section 
201 of the Social Security Act (42 U.S.C. 401), 
the Secretary shall transfer, not less fre-
quently than quarterly, from the general 
revenues of the Federal Government an 
amount sufficient so as to ensure that the 
income and balances of such trust funds are 
not reduced as a result of the enactment of 
such title. 

Subtitle F—Revenue-Related Provisions 
SEC. ll601. INFORMATION REQUIREMENTS. 

(a) INFORMATION FROM GROUP HEALTH 
PLANS.—Section 1862(b) of the Social Secu-
rity Act (42 U.S.C. 1395y(b)) is amended by 
adding at the end the following: 

‘‘(7) INFORMATION FROM GROUP HEALTH 
PLANS.— 

‘‘(A) PROVISION OF INFORMATION BY GROUP 
HEALTH PLANS.—The administrator of a 
group health plan subject to the require-
ments of paragraph (1) shall provide to the 
Secretary such of the information elements 
described in subparagraph (C) as the Sec-
retary specifies, and in such manner and at 
such times as the Secretary may specify (but 
not more frequently than 4 times per year), 
with respect to each individual covered 
under the plan who is entitled to any bene-
fits under this title. 

‘‘(B) PROVISION OF INFORMATION BY EMPLOY-
ERS AND EMPLOYEE ORGANIZATIONS.—An em-
ployer (or employee organization) that main-
tains or participates in a group health plan 
subject to the requirements of paragraph (1) 
shall provide to the administrator of the 
plan such of the information elements re-
quired to be provided under subparagraph 
(A), and in such manner and at such times as 
the Secretary may specify, at a frequency 
consistent with that required under subpara-
graph (A) with respect to each individual de-
scribed in subparagraph (A) who is covered 
under the plan by reason of employment 
with that employer or membership in the or-
ganization. 

‘‘(C) INFORMATION ELEMENTS.—The infor-
mation elements described in this subpara-
graph are the following: 

‘‘(i) ELEMENTS CONCERNING THE INDI-
VIDUAL.— 

‘‘(I) The individual’s name. 
‘‘(II) The individual’s date of birth. 

‘‘(III) The individual’s sex. 
‘‘(IV) The individual’s social security in-

surance number. 
‘‘(V) The number assigned by the Secretary 

to the individual for claims under this title. 
‘‘(VI) The family relationship of the indi-

vidual to the person who has or had current 
or employment status with the employer. 

‘‘(ii) ELEMENTS CONCERNING THE FAMILY 
MEMBER WITH CURRENT OR FORMER EMPLOY-
MENT STATUS.— 

‘‘(I) The name of the person in the individ-
ual’s family who has current or former em-
ployment status with the employer. 

‘‘(II) That person’s social security insur-
ance number. 

‘‘(III) The number or other identifier as-
signed by the plan to that person. 

‘‘(IV) The periods of coverage for that per-
son under the plan. 

‘‘(V) The employment status of that person 
(current or former) during those periods of 
coverage. 

‘‘(VI) The classes (of that person’s family 
members) covered under the plan. 

‘‘(iii) PLAN ELEMENTS.— 
‘‘(I) The items and services covered under 

the plan. 
‘‘(II) The name and address to which 

claims under the plan are to be sent. 
‘‘(iv) ELEMENTS CONCERNING THE EM-

PLOYER.— 
‘‘(I) The employer’s name. 
‘‘(II) The employer’s address. 
‘‘(III) The employer identification number 

of the employer. 
‘‘(D) USE OF IDENTIFIERS.—The adminis-

trator of a group health plan shall utilize a 
unique identifier for the plan in providing in-
formation under subparagraph (A) and in 
other transactions, as may be specified by 
the Secretary, related to the provisions of 
this subsection. The Secretary may provide 
to the administrator the unique identifier 
described in the preceding sentence. 

‘‘(E) PENALTY FOR NONCOMPLIANCE.—Any 
entity that knowingly and willfully fails to 
comply with a requirement imposed by the 
previous subparagraphs shall be subject to a 
civil money penalty not to exceed $1,000 for 
each incident of such failure. The provisions 
of section 1128A (other than subsections (a) 
and (b)) shall apply to a civil money penalty 
under the previous sentence in the same 
manner as those provisions apply to a pen-
alty or proceeding under section 1128A(a).’’ 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall take effect 180 
days after the date of the enactment of this 
Act. 
SEC. ll602. EXTENSION OF HAZARDOUS SUB-

STANCE SUPERFUND TAXES. 
(a) EXTENSION OF TAXES.— 
(1) ENVIRONMENTAL TAX.—Section 59A(e) of 

the Internal Revenue Code of 1986 is amended 
to read as follows: 

‘‘(e) APPLICATION OF TAX.—The tax imposed 
by this section shall apply to taxable years 
beginning after December 31, 1986, and before 
January 1, 1996, and to taxable years begin-
ning after December 31, 1998, and before Jan-
uary 1, 2010.’’ 

(2) EXCISE TAXES.—Section 4611(e) of such 
Code is amended to read as follows: 

‘‘(e) APPLICATION OF HAZARDOUS SUBSTANCE 
SUPERFUND FINANCING RATE.—The Hazardous 
Substance Superfund financing rate under 
this section shall apply after December 31, 
1986, and before January 1, 1996, and after 
September 15, 1999, and before October 1, 
2009.’’ 

(b) EFFECTIVE DATES.— 
(1) INCOME TAX.—The amendment made by 

subsection (a)(1) shall apply to taxable years 
beginning after December 31, 1998. 

(2) EXCISE TAX.—The amendment made by 
subsection (a)(2) shall take effect on Sep-
tember 15, 1999. 
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SEC. ll603. MODIFICATION TO FOREIGN TAX 

CREDIT CARRYBACK AND CARRY-
OVER PERIODS. 

(a) IN GENERAL.—Section 904(c) of the In-
ternal Revenue Code of 1986 (relating to limi-
tation on credit) is amended— 

(1) by striking ‘‘in the second preceding 
taxable year,’’, and 

(2) by striking ‘‘or fifth’’ and inserting 
‘‘fifth, sixth, or seventh’’. 

(b) EFFECTIVE DATE.—The amendment 
made by subsection (a) shall apply to credits 
arising in taxable years beginning after De-
cember 31, 2001. 
SEC. ll604. LIMITATIONS ON WELFARE BENEFIT 

FUNDS OF 10 OR MORE EMPLOYER 
PLANS. 

(a) BENEFITS TO WHICH EXCEPTION AP-
PLIES.—Section 419A(f)(6)(A) of the Internal 
Revenue Code of 1986 (relating to exception 
for 10 or more employer plans) is amended to 
read as follows: 

‘‘(A) IN GENERAL.—This subpart shall not 
apply to a welfare benefit fund which is part 
of a 10 or more employer plan if the only 
benefits provided through the fund are 1 or 
more of the following: 

‘‘(i) Medical benefits. 
‘‘(ii) Disability benefits. 
‘‘(iii) Group term life insurance benefits 

which do not provide for any cash surrender 
value or other money that can be paid, as-
signed, borrowed, or pledged for collateral 
for a loan. 
The preceding sentence shall not apply to 
any plan which maintains experience-rating 
arrangements with respect to individual em-
ployers.’’ 

(b) LIMITATION ON USE OF AMOUNTS FOR 
OTHER PURPOSES.—Section 4976(b) of the In-
ternal Revenue Code of 1986 (defining dis-
qualified benefit) is amended by adding at 
the end the following new paragraph: 

‘‘(5) SPECIAL RULE FOR 10 OR MORE EM-
PLOYER PLANS EXEMPTED FROM PREFUNDING 
LIMITS.—For purposes of paragraph (1)(C), 
if— 

‘‘(A) subpart D of part I of subchapter D of 
chapter 1 does not apply by reason of section 
419A(f)(6) to contributions to provide 1 or 
more welfare benefits through a welfare ben-
efit fund under a 10 or more employer plan, 
and 

‘‘(B) any portion of the welfare benefit 
fund attributable to such contributions is 
used for a purpose other than that for which 
the contributions were made, 
then such portion shall be treated as revert-
ing to the benefit of the employers maintain-
ing the fund.’’ 

(c) EFFECTIVE DATE.—The amendments 
made by this section shall apply to contribu-
tions paid or accrued after the date of the 
enactment of this Act, in taxable years end-
ing after such date. 
SEC. ll605. MODIFICATION OF INSTALLMENT 

METHOD AND REPEAL OF INSTALL-
MENT METHOD FOR ACCRUAL 
METHOD TAXPAYERS. 

(a) REPEAL OF INSTALLMENT METHOD FOR 
ACCRUAL BASIS TAXPAYERS.— 

(1) IN GENERAL.—Subsection (a) of section 
453 of the Internal Revenue Code of 1986 (re-
lating to installment method) is amended to 
read as follows: 

‘‘(a) USE OF INSTALLMENT METHOD.— 
‘‘(1) IN GENERAL.—Except as otherwise pro-

vided in this section, income from an install-
ment sale shall be taken into account for 
purposes of this title under the installment 
method. 

‘‘(2) ACCRUAL METHOD TAXPAYER.—The in-
stallment method shall not apply to income 
from an installment sale if such income 
would be reported under an accrual method 
of accounting without regard to this section. 
The preceding sentence shall not apply to a 
disposition described in subparagraph (A) or 
(B) of subsection (l)(2).’’ 

(2) CONFORMING AMENDMENTS.—Sections 
453(d)(1), 453(i)(1), and 453(k) of the Internal 
Revenue Code of 1986 are each amended by 
striking ‘‘(a)’’ each place it appears and in-
serting ‘‘(a)(1)’’. 

(b) MODIFICATION OF PLEDGE RULES.—Para-
graph (4) of section 453A(d) (relating to 
pledges, etc., of installment obligations) is 
amended by adding at the end the following: 
‘‘A payment shall be treated as directly se-
cured by an interest in an installment obli-
gation to the extent an arrangement allows 
the taxpayer to satisfy all or a portion of the 
indebtedness with the installment obliga-
tion.’’ 

(c) EFFECTIVE DATE.—The amendments 
made by this section shall apply to sales or 
other dispositions occurring on or after the 
date of the enactment of this Act. 

TORRICELLI AMENDMENT NO. 1104 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1092 proposed 
by Mr. HELMS, to the bill, S. 1233, 
supra; as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
others transactions with any country that, 
on June 1, 1999, had been determined by the 
Secretary of State to have repeatedly pro-
vided support for acts of international ter-
rorism under section 620A of the Foreign As-
sistance Act of 1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1105 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1093 proposed 
by Mr. HELMS to the bill, S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, has been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1106 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1091 proposed 
by Mr. HELMS to the bill, S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1107 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1090 proposed 
by Mr. HELMS to the bill, S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1108 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1089 proposed 
by Mr. HELMS to the bill S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1109 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1087 proposed 
by Mr. HELMS to the bill, S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1110 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1087 proposed 
by Mr. HELMS to the bill S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any Secretary of 
State to have repeatedly provided support 
for acts of international terrorism under sec-
tion 620A of the Foreign Assistance Act of 
1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1111 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1086 proposed 
by Mr. HELMS to the bill, S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 
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TORRICELLI AMENDMENT NO. 1112 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1085 proposed 
by Mr. HELMS to the bill, S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

TORRICELLI AMENDMENT NO. 1113 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted an 

amendment intended to be proposed by 
him to amendment No. 1084 proposed 
by Mr. HELMS to the bill, S. 1233, supra; 
as follows: 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

JEFFORDS AMENDMENT NO. 1114 

(Ordered to lie on the table.) 
Mr. JEFFORDS submitted an amend-

ment intended to be proposed by him 
to the bill, S. 1233, supra; as follows: 

Beginning on page 1, line 3, strike all that 
follows ‘‘SEC.’’ to the end of the amendment 
and insert the following: 

ll. DAIRY COMPACTS; FEDERAL MILK MAR-
KETING ORDERS.—(a) NORTHEAST INTERSTATE 
DAIRY COMPACT.—Section 147 of the Agricul-
tural Market Transition Act (7 U.S.C. 7256) is 
amended— 

(1) in the matter preceding paragraph (1), 
by striking ‘‘Massachusetts, New Hamp-
shire,’’ and inserting ‘‘Maryland, Massachu-
setts, New Hampshire, New Jersey, New 
York,’’; 

(2) by striking paragraphs (1) and (7); 
(3) in paragraph (3), by striking ‘‘concur-

rent’’ and all that follows through ‘‘section 
143’’ and inserting ‘‘on December 31, 2002’’; 

(4) in paragraph (4), by striking ‘‘Delaware, 
New Jersey, New York, Pennsylvania, Mary-
land, and Virginia’’ and inserting ‘‘Delaware, 
Ohio, and Pennsylvania’’; 

(5) in paragraph (5), by striking ‘‘the pro-
jected rate of increase’’ and all that follows 
through ‘‘Secretary’’ and inserting ‘‘the op-
eration of the Compact price regulation dur-
ing the fiscal year, as determined by the Sec-
retary (in consultation with the Commis-
sion) using notice and comment procedures 
provided in section 553 of title 5, United 
States Code’’; 

(6) by redesignating paragraphs (2) through 
(6) as paragraphs (1) through (5), respec-
tively; and 

(7) by adding at the end the following: 
‘‘(6) COMPENSATION OF SPECIAL MILK PRO-

GRAM.—Before the end of each fiscal year in 
which a Compact price regulation is in ef-
fect, the Northeast Interstate Dairy Com-
pact Commission shall compensate the Sec-
retary for the cost of any milk and milk 
products provided under the special milk 
program authorized under section 3 of the 

Child Nutrition Act of 1966 (42 U.S.C. 1772) 
that results from the operation of the Com-
pact price regulation during the fiscal year, 
as determined by the Secretary (in consulta-
tion with the Commission) using notice and 
comment procedures provided in section 553 
of title 5, United States Code.’’. 

(b) SOUTHERN DAIRY COMPACT.— 
(1) IN GENERAL.—Congress consents to the 

Southern Dairy Compact entered into among 
the States of Alabama, Arkansas, Kentucky, 
Louisiana, Mississippi, North Carolina, 
South Carolina, Tennessee, Virginia, and 
West Virginia as specified in section 201(b) of 
Senate Joint Resolution 22 of the 106th Con-
gress, as placed on the calendar of the Sen-
ate, subject to the following conditions: 

(A) LIMITATION OF MANUFACTURING PRICE 
REGULATION.—The Southern Dairy Compact 
Commission may not regulate Class II, Class 
III, or Class III–A milk used for manufac-
turing purposes or any other milk, other 
than Class I, or fluid milk, as defined by a 
Federal milk marketing order issued under 
section 8c of the Agricultural Adjustment 
Act (7 U.S.C. 608c), reenacted with amend-
ments by the Agricultural Marketing Agree-
ment Act of 1937 (referred to in this sub-
section as a ‘‘Federal milk marketing 
order’’) unless Congress has first consented 
to and approved such authority by a law en-
acted after the date of enactment of this 
joint resolution. 

(B) DURATION.—Consent for the Southern 
Dairy Compact shall terminate on December 
31, 2002. 

(C) ADDITIONAL STATES.—The States of 
Florida, Georgia, Missouri, Oklahoma, Kan-
sas, and Texas are the only additional States 
that may join the Southern Dairy Compact, 
individually or otherwise. 

(D) COMPENSATION OF COMMODITY CREDIT 
CORPORATION.—Before the end of each fiscal 
year in which a Compact price regulation is 
in effect, the Southern Dairy Compact Com-
mission shall compensate the Commodity 
Credit Corporation for the cost of any pur-
chases of milk and milk products by the Cor-
poration that results from the operation of 
the Compact price regulation during the fis-
cal year, as determined by the Secretary of 
Agriculture (in consultation with the Com-
mission) using notice and comment proce-
dures provided in section 553 of title 5, 
United States Code. 

(E) COMPENSATION OF SPECIAL MILK PRO-
GRAM.—Before the end of each fiscal year in 
which a Compact price regulation is in ef-
fect, the Southern Dairy Compact Commis-
sion shall compensate the Secretary of Agri-
culture for the cost of any milk and milk 
products provided under the special milk 
program authorized under section 3 of the 
Child Nutrition Act of 1966 (42 U.S.C. 1772) 
that results from the operation of the Com-
pact price regulation during the fiscal year, 
as determined by the Secretary (in consulta-
tion with the Commission) using notice and 
comment procedures provided in section 553 
of title 5, United States Code. 

(F) MILK MARKETING ORDER ADMINIS-
TRATOR.—At the request of the Southern 
Dairy Compact Commission, the Adminis-
trator of the applicable Federal milk mar-
keting order shall provide technical assist-
ance to the Compact Commission and be 
compensated for that assistance. 

(2) RESERVATION OF RIGHTS.—The right to 
alter, amend, or repeal this subsection is re-
served. 

(c) FEDERAL MILK MARKETING ORDERS.— 
(1) IN GENERAL.—Section 143 of the Agricul-

tural Market Transition Act (7 U.S.C. 7253) is 
amended by adding at the end the following: 

‘‘(e) FLUID OR CLASS I MILK.—In imple-
menting the final decision for the consolida-
tion and reform of Federal milk marketing 
orders under this section (including the deci-

sion of the Secretary published in the Fed-
eral Register on April 2, 1999 (64 Fed. Reg. 
16026)) (referred to in this section as the 
‘final decision’), effective beginning on the 
earlier of the date of enactment of this sub-
section or October 1, 1999, the Secretary 
shall implement, as the method for pricing 
fluid or Class I milk under the orders, the 
Class I price structure identified as Option 
1A in the proposed rule published in the Fed-
eral Register on January 30, 1998 (63 Fed. 
Reg. 4802, 4975-5020) (as amended on February 
25, 1998 (63 Fed. Reg. 9686)). 

‘‘(f) CLASS II, III, AND III–A MILK.— 
‘‘(1) IN GENERAL.—In implementing the 

final decision, during the period beginning 
on the date of enactment of this subsection 
and ending on the date on which the actions 
required by paragraph (2) are complete, the 
Secretary shall implement, as the method 
for pricing milk classified as Class II, III, or 
III–A milk under the orders, the pricing pub-
lished in the Federal Register for— 

‘‘(A) Class III–A milk on October 29, 1993 (58 
Fed. Reg. 58112); 

‘‘(B) Class II milk on December 14, 1994 (59 
Fed. Reg. 64524); 

‘‘(C) Class II, III, and III–A milk on Feb-
ruary 7, 1995 (60 Fed. Reg. 7290); and 

‘‘(D) Class III milk on June 4, 1997 (62 Fed. 
Reg. 30564); 
rather than the prices included as part of the 
final decision. 

‘‘(2) FORMAL RULEMAKING.— 
‘‘(A) IN GENERAL.—Not later than 60 days 

after a referendum is conducted to approve a 
consolidated order under this section, the 
Secretary shall conduct rulemaking, on the 
record after opportunity for an agency hear-
ing, on proposed formulae for determining 
prices for Classes II, III, and III–A milk in 
accordance with the Agricultural Adjust-
ment Act (7 U.S.C. 601 et seq.), reenacted 
with amendments by the Agricultural Mar-
keting Agreement Act of 1937. 

‘‘(B) RECOMMENDED AND FINAL DECISIONS.— 
The Secretary shall issue— 

‘‘(i) a recommended decision on a formula 
described in subparagraph (A) not later than 
120 days after the close of the hearing; and 

‘‘(ii) a final decision on the formula not 
later than 120 days after the issuance of the 
recommended decision. 

‘‘(4) COMPULSORY REPORTING OF PRICES AND 
COSTS.—If the Secretary bases any price 
under this subsection on a survey of prices at 
which commodities are sold or the costs of 
plants used to purchase and produce the 
commodities, the Secretary may, by rule, re-
quire all plants purchasing milk, regardless 
of whether the milk is subject to Federal 
milk marketing orders, to report such data 
as are necessary to conduct an accurate sur-
vey of those prices and costs. 

‘‘(g) IMPLEMENTATION.— 
‘‘(1) IN GENERAL.—Not later than 90 days 

after the date of enactment of this sub-
section, the Secretary shall— 

‘‘(A) revise the final decision to reflect and 
comply with the requirements of subsections 
(e) and (f); and 

‘‘(B) issue proposed consolidated orders 
under this section. 

‘‘(2) REFERENDA.—As soon as practicable 
after revising the final decision and issuing a 
proposed consolidated order, the Secretary 
shall conduct a referendum among affected 
producers to determine whether the pro-
ducers approve each consolidated order.’’. 

(2) CONFORMING AMENDMENTS.—Section 738 
of the Agriculture, Rural Development, Food 
and Drug Administration, and Related Agen-
cies Appropriations Act, 1999 (Public Law 
105–277; 112 Stat. 2681–30), is amended— 

(A) by striking subsection (a); 
(B) by redesignating subsections (b) and (c) 

as subsections (a) and (b), respectively; and 
(C) in subsection (a) (as so redesignated)— 
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(i) by striking ‘‘subsection (a)(2) of such 

section’’ and inserting ‘‘section 143(a)(2) of 
the Agricultural Market Transition Act (7 
U.S.C. 7253(a)(2))’’; and 

(ii) by striking ‘‘final rule referred to in 
subsection (a)’’ and by inserting ‘‘final rule 
to implement the amendments to Federal 
milk marketing orders required by section 
143(a)(1) of that Act’’. 

(d) EFFECTIVE DATE.—The section and the 
amendments made by this section take ef-
fect on the earlier of— 

(1) the date of enactment of this section; or 
(2) October 1, 1999. 

LANDRIEU AMENDMENT NO. 1115 

(Ordered to lie on the table.) 
Ms. LANDRIEU submitted an amend-

ment intended to be proposed by her to 
the bill, S. 1233, supra; as follows: 

On page 10, line 19, strike ‘‘Provided,’’ and 
insert ‘‘Provided, That not less than $5,000,000 
shall be used to carry out the ongoing for-
mosan termite control and research program 
at the Southern Regional Research Center: 
Provided further,’’. 

TORRICELLI AMENDMENTS NOS. 
1116–1117 

(Ordered to lie on the table.) 
Mr. TORRICELLI submitted two 

amendments intended to be proposed 
by him to the bill, S. 1233, supra; as fol-
lows: 

AMENDMENT NO. 1116 

At the appropriate place, add the fol-
lowing: 

SEC. . Nothing in this Act shall be con-
strued as authorizing financing or United 
States Government credit for commercial 
transactions with Cuba, which has been de-
termined by the Secretary of State to have 
repeatedly provided support for acts of inter-
national terrorism under section 620A of the 
Foreign Assistance Act of 1961 (22 U.S.C. 
2371). 

AMENDMENT NO. 1117 

Strike all after ‘‘Sec.’’ and insert in lieu 
thereof the following: 

SEC. . Nothing in this Act shall be con-
strued as authorizing commercial exports or 
other transactions with any country that, on 
June 1, 1999, had been determined by the Sec-
retary of State to have repeatedly provided 
support for acts of international terrorism 
under section 620A of the Foreign Assistance 
Act of 1961 (22 U.S.C. 2371). 

f 

AUTHORITY FOR COMMITTEE TO 
MEET 

COMMITTEE ON FOREIGN RELATIONS 

Mr. NICKLES. Mr. President, I ask 
unanimous consent that the Com-
mittee on Foreign Relations be author-
ized to meet during the session of the 
Senate on Monday, June 28, 1999, at 3:45 
p.m. to hold a hearing. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

ADDITIONAL STATEMENTS 

CONGRATULATING ROBERT W. 
SMITH 

∑ Mr. CRAPO. Mr. President, I rise to 
bring to the attention of my colleagues 

a significant achievement in the field 
of environmental science. 

Lockheed Martin Corporation annu-
ally recognizes 50 of its 170,000 employ-
ees with NOVA awards for technical ex-
cellence. Mr. Robert W. Smith of Lock-
heed Martin Idaho Technologies Com-
pany, the operating contractor of the 
Idaho National Engineering and Envi-
ronmental Laboratory, INEEL, was 
cited for his valuable work in utilizing 
microbial communities in the sub-
surface to contribute to the remedi-
ation of contaminants resulting from 
nuclear energy and weapons research. 

Mr. Smith heads teams comprised of 
scientists from the Pacific Northwest 
National Laboratory, Princeton Uni-
versity, and Portland State University. 
They represent the best in field scale 
research of biogeochemistry processes. 
The natural processes that Mr. Smith 
and his teams uncover will be incor-
porated into future efforts to clean up 
the legacy of waste from the nuclear 
energy complex and contamination 
problems on other agency lands. Mr. 
Smith expects that instead of massive 
engineering solutions to remove the 
waste, natural processes that cause 
less environmental disturbance will be 
more commonly utilized. 

I congratulate Mr. Smith on receiv-
ing this award. The achievement also 
recognizes that his success could not 
have been made without the dedication 
of his team members. There are an 
array of environmental stewardship 
and natural resource problems ranging 
from mining reclamation to global cli-
mate impacts that could be solved 
through collaborative research. Objec-
tive science and reasonable solutions 
would then be available for policy 
makers, agency executives, and advo-
cate groups involved in critical natural 
resource issues. More can be accom-
plished when parties work together to 
solve problems than through conflict. I 
urge each of my colleagues to keep 
these concepts in mind as we debate 
and consider investing in basic science, 
research, and the environment.∑ 

f 

IN RECOGNITION OF THE 175TH 
BIRTHDAY OF THE CITY OF TE-
CUMSEH, MICHIGAN 

∑ Mr. LEVIN. Mr. President, I rise 
today to recognize the City of Tecum-
seh, Michigan, as it celebrates its 175th 
birthday. 

Located in Lenawee County, Tecum-
seh was one of the first three settle-
ments established in 1824 in what was 
then the Michigan Territory. The set-
tlement’s founders, Musgrove Evans, 
Joseph Brown and Austin Wing, chose 
its location because of its fertile soil, 
good supply of timber and its prox-
imity to the Raisin River. They named 
their new home after the Shawnee 
Chief Tecumseh, who is said to have 
held war councils on the site. 

A growing agricultural community, 
Tecumseh’s first rail line was built in 
1838, and train service continued until 
the late 1970s. Tecumseh was not only a 

stop on the actual railroad, but was 
also a stop on the Underground Rail-
road. Many people in Tecumseh dis-
played their strong anti-slavery senti-
ment, and their Quaker beliefs, by pro-
viding shelter to slaves escaping from 
the South. 

Through the years, the landscape 
around Tecumseh has changed, as have 
the ways in which its people make 
their living. While it was primarily a 
small agricultural town, today the 
economy of Tecumseh mostly revolves 
around industry. In fact, its largest 
employer, Tecumseh Products, was 
founded in 1934 and grew to become a 
Fortune 500 company. 

Mr. President, Tecumseh is notable 
for its significance in Michigan’s his-
tory, but its most dependable asset 
over the last 175 years has been its peo-
ple. It is fitting that we recognize Te-
cumseh’s residents as they celebrate 
the past while looking to build an even 
better future. I know my colleagues 
will join me in offering the people of 
Tecumseh congratulations and best 
wishes on this important occasion.∑ 

f 

TRIBUTE TO AURELIE V. 
BURNHAM 

∑ Mr. SMITH of New Hampshire. Mr. 
President, I rise today to congratulate 
Aurelie V. Burnham on her 91st birth-
day. 

Aurelie was born on July 5, 1908 in 
East Weare, New Hampshire to Fred 
and May Bellefeuille. Aurelie’s mother, 
May, died in 1915 leaving Aurelie to 
care for her older brother, four younger 
brothers and her father Fred. In 1920, 
the Bellefeuille farm burned down, thus 
forcing Fred to move his family to the 
mill town of Manchester, New Hamp-
shire. Fred later remarried a widow 
with four daughters and one son; to-
gether, they had a son—bringing the 
total number of children in the 
Bellefeuille family to eleven. 

At the age of sixteen, Aurelie began 
working at the Amoskeag Mills. On De-
cember 9, 1938, she married Arthur H. 
Burnham. Arthur, a native of Peter-
borough, New Hampshire lived in the 
Nashua-Hudson area. After their mar-
riage, they resided in Manchester 
where they raised their three children: 
Dorothy, Joanne and Arthur, Jr. Doro-
thy, a senior caseworker in my Man-
chester office, has been a valued mem-
ber of my staff for the past fifteen 
years. Joanne is employed with the In-
ternal Revenue Service and Arthur, Jr. 
is a computer programmer for the As-
sociates National Bank in Dallas, 
Texas. Aurelie and Arthur have six 
grandchildren. Mr. Burnham passed 
away in September 1979. 

Aurelie is known for her kindness 
and caring. She was a stay-at-home 
mother who was always there for her 
children and their friends. Aurlie has 
been a volunteer on several federal 
campaigns. Though her physical health 
is not what she would prefer, she is 
still an avid reader, crossword puzzle 
expert, and manages to go shopping at 
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